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THE WORD DISABLEMENT is made up of three con- 
stituents: dis, able, and ment, The prefix “dis” 
signifies a partial or total negation and has a 
temporal reference; it means “no longer” or “less 
than before” as in such words as dis-ease, dis- 
continued or dis-connected, The word “able” has 
a static, descriptive, evaluating connotation as in 
such terms as ablebodied and an able person, as 
well as a dynamic connotation, as in such for- 
mulations as “I am able or unable to do such- 
and-such a thing.” The prefix and the last syllable 
both signify an alteration from good to bad and 
imply that the person who is now “disabled” was 
“able” at one time. For this reason a discourse on 
disablement must leave out of consideration con- 
genital defects and malformations such as low 
intelligence, ugliness or being a hunchback, and 
deviations from the norm such as being carrot- 
haired, a foreigner, a Jew or a Negro, although 
any of these conditions may have a disabling 
effect. 

I shall therefore confine myself in this paper 
to a discussion of conditions which entail a tem- 
porary or permanent impairment of function or 
a permanent structural loss, My own experiences 
concern, in particular, loss of limb, blindness, loss 
of vision in one eye and pulmonary tuberculosis, 
though much of what will be said applies equally 
to other disabilities. The emotional, social and 
occupational implications of these disabilities will 
be discussed. 


I. EMOTIONAL SITUATION 
A. General considerations.—Irrespective of the 


nature of their disability, disabled persons have 
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in common that they are—and feel—different 
from the fit population. Most persons are anxious 
to comply with the laws of uniformity. For good 
or evil many persons do not like to make them- 
selves conspicuous. If they rise above the level 
of the norm, feelings of guilt and fears of envy 
and jealousy may spoil their pleasure at being 
elevated, and if they fall below it, if they lose 
something which they have previously possessed, 
if they lack something the possession of which 
is taken for granted by others, they feel under- 
privileged and are afraid of being despised and 
of being laughed at. 

Hence disabled persons not only feel different 
from but also inferior to the non-disabled popula- 
tion. The degree of the narcissistic injury de- 
pends on the disabled person’s constitutional 
narcissism, on the seriousness of the disablement 
and on the nature of the disability. Feelings of 
inferiority are intensified if the disability is of a 
disfiguring nature, if a highly libidinized area 
is affected, e.g. the eyes or the genitals, if it pre- 
vents the disabled persons from taking part in 
“normal” persons’ activities and especially if it 
imposes the necessity to accept support and as- 
sistance, monetary or otherwise. 

The disabled persons’ sense of inferiority 
affects them in a variety of ways: 

1, Denial.—They may deny their handicaps and 
hence their sense of inferiority, Most disabled 
persons take great pride in what they can do 
despite their handicaps. For instance, blind per- 
sons not infrequently reject any assistance in 
crossing roads or finding their way. Similarly the 
dark glasses of many blind persons are not only 
intended to cover their empty sockets but also 
serve as a make-believe that the blind persons 
can still see or that their vision may come back. 

2. Over-compensation.—Disabled persons may 
over-compensate their handicaps either by per- 
forming remarkable feats despite their handicaps 
or by excelling in fields still open to them, One 
meets leg amputees who take great pleasure in 
dancing or tennis playing and arm amputees who 
carry out heavy manual labour with their hooks. 
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3. Withdrawal.—Other disabled persons admit 
their handicaps and in consequence withdraw 
from social contacts. This social withdrawal may 
assume various forms. It may be complete, and 
may affect non-disabled persons only or repre- 
sentatives of the opposite sex. 

4. Need for affection.—Moreover, admission of 
disablement of necessity evokes feelings of self- 
pity and need for affection. Hence disabled per- 
sons are more than usually appreciative of acts of 
kindness, if not overdone. Men and women alike, 
if disabled and especially if they are badly in- 
jured, are often concerned by the doubt whether 
they are lovable any longer, and acknowledge 
gratefully any evidence that this is still the case. 
Fear that they receive sympathy or pity which 
they loathe, rather than true affection which they 
want, is hard to dispel. 

5. Oversensitiveness.—Doubts of their social 
value—in both the labour and the marriage mar- 
ket—tend to make disabled persons oversensitive 
and touchy. Like any other minority uncertain 
of its social status, they clamour for their rights 
and are very sensitive to any real or imagined 
encroachment upon them. 

6. Aggressiveness.—From time immemorial evil- 
doers have repeatedly been depicted as disabled, 
freaks, or cripples, Disabled persons in relation 
to non-disabled persons are bound to feel: “Why 
are you better off than we?” Their sense of re- 
sentment makes them ill-tempered and may give 
rise to criminal actions. 

B. Specific differences—-Comparison of the four 
disabilities studied shows significant differences 
in the emotional reaction, according to the nature 
of the disability and according to the field of ob- 
servation, I examined monocular personnel in the 
Army setting, the warblinded at St, Dunstan’s 
Training Centre, amputees before and after their 
return to work, and tuberculous individuals at 
sanatoria, at chest clinics and at their homes. 

1. Loss of vision in one eye.—A common source 
of anxiety in monocular persons is dread of in- 
jury to the remaining good eye. This dread may 
appear justified; and yet a person who loses one 
arm through injury will hardly ever consider 
the possibility of losing the other, The excessive 
reaction of these persons can only be understood 
if the universal fear of blindness and all it means 
is taken into account, Fear of blindness in the 
one-eyed accounts for most of their complaints, 
such as headaches, eye strain, blurring of sight, 
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photophobia and night blindness, Their danger- 
consciousness rather than their actual handicaps 
impairs the working efficiency of many one-eyed 
men. Typical of this group is a monocular regi- 
mental policeman who did not dare to go out in 
the daytime because of the bright sunshine, or 
at night because he might bump into something, 
and who hesitated to arrest an offender because 
the man might struggle and injure the good eye. 

Loss of an eye is usually easily detectable. 
People are apt to comment on the one-eyed 
man’s defect, and if his socket is still discharging 
he may be repugnant to other people. Mon- 
ocular persons are painfully aware of the social 
effect of their disability. Some are frankly de- 
pressed, others are resentful about it. Both mental 
attitudes may result in social withdrawal. Loss of 
an eye not infrequently entails lowering of em- 
ployment status. If it does, this is an additional 
strain which aggravates the depressive mood of 
the one-eyed or reinforces their resentment at 
their disablement. 


2. Blindness.—Blinded persons, with few ex- 
ceptions, have to change their occupations, and 
they are incapable of taking full part in sports. 
Visual pleasures can only be conveyed to them 


through the medium of an escort. They learn to 
move about in familiar surroundings, but need to 
be escorted in strange districts and across roads 
on which there is much traffic, Their reliance on 
sighted people—for instance, in reading their in- 
coming letters—deprives them of a good deal of 
their privacy. 

Their restrictions and their unavoidable de- 
pendence on sighted people are naturally 
strongly felt by many of them. Some of them are 
unable to shake off their initial despondency and 
are subject to depressive moods which, it is true, 
decrease in intensity and frequency as time goes 
on, Many blind men need company, or must be 
busy, to keep their spirits up; if left alone or idle 
their minds go back to what is now denied to 
them, 

To ward off depressive introspection or retro- 
spection blind men make use of two psycho- 
logical defence measures: defiance and hypo- 
manic denial. In the latter case they display a 
false jocularity often coupled with a self-deceiv- 
ing optimism, While I was at St. Dunstan’s much 
merriment was caused by the story of the blind 
man who picked up his little son by mistake up- 
side down. Typical also is the remark of a man 
whose eyes had been excised. “I know my eyes 
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have been excised,” he said, “but my optic nerves 
have been left. They may grow again.” 

The general belief that blind persons are meek 
is basically erroneous. As they are unable to see 
what delays their attendants, their very disability 
makes for impatience, Frustrated in their major 
aims and in many small ways, they are apt to be 
ill-tempered; slips on the part of sighted people, 
whom they envy, especially rouse their temper. 
But their defencelessness, their dependence on 
sighted people, and their need for affection com- 
pel them to check their aggressiveness, which 
shows itself very clearly in their sarcastic wit, 
their dreams, and their fantasies, Typical again 
is a funny story which I heard, A blind man went 
into a bar and ordered a glass of beer, “You can’t 
have it,” the barmaid said. “You are drunk; I can 
see it by your eyes.” Whereupon the blind man 
put his artificial eyes on the bar, 


Misinterpretation of imperfectly understood 
happenings, allied to feelings of inferiority, makes 
the blinded suspicious, and doubt whether they 
are still lovable makes. them jealous, Their sus- 
picion and jealousy may assume grossly patho- 
logical proportions and may then, in combina- 
tion with dreaminess and solitariness, become 
symptoms of a clinical picture which, to all in- 
tents and purposes, conforms to Kraepelin’s para- 
phrenia, A hysterical overlay is also common in 
the blinded. : 


3. Loss of limb.—Objectively and subjectively, 
arm amputations lead to a much graver disable- 
ment than leg amputations on the following 
grounds: (a) The functional efficiency of arti- 
ficial legs is much superior to that of artificial 
arms. Leg amputees can move about and carry 
out work without much difficulty whereas arm 
amputees are helpless if both arms have been 
amputated above the elbow. (b) The manual 
worker is.more “handicapped” by the loss of an 
arm than by the loss of a leg. (c) Artificial limbs 
provided, the loss of a leg is less conspicuous than 
the loss of an arm. (d) The arm is a more im- 
portant means of social relations and of self-ex- 
pression (handshaking, writing, painting). (e) 
The leg predominantly serves locomotion to and 
from the object; the arm is the effective instru- 
ment in grasping, reaching, taking and obtaining. 
The loss of an arm, therefore, has a greater frus- 
trating effect than the loss of a leg. (f) The arm 
serves predominantly as a means of fight, the leg 
as a means of flight, Helplessness in self-defence 
is felt more strongly than inability to escape. (g) 
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The loss of an arm, owing to its nearness to the 
head and the heart, is felt more as an immediate 
threat to life than that of a leg, whereas the loss 
of a leg not infrequently rouses fears about 
potency because of the proximity to the genitalia, 

Changes in mood and attitude take place in 
amputees as time goes on. During the early 
stages, before the provision of an artificial limb, 
the immediate effects of their disability are the 
amputees’ main concern. During this period grief 
over loss or defensive ultra-cheerfulness usually 
prevails, This cheerfulness may be merely protec- 
tive against depressive thought and feeling. It 
may be based on exultation over survival or in a 
few isolated instances of combatant soldiers it 
may arise from genuine satisfaction over being 
“out of it with a Blighty.” Right from the start 
some amputees, conscious of their responsibilities 
and obligations, adopt a defiant attitude towards 
their disability. 

With provision of artificial limbs the struggle 
for existence begins. By this time early grief over 
loss and false cheerfulness have receded. Instead, 
as a result of the impact with social and occupa- 
tional difficulties, defiant and resentful attitudes 
grow in frequency. Bitterness originally arising 
from their disablement is fed by their actual 
handicaps—e.g., stump relapses or deficient func- 
tional value of the artificial limb, or by unsuitable 
or uncongenial employment. Men of the defiant 
type overcome, and may thrive on, the obstacles 
placed in their way. Their impressive success is 
related to their previous personality, and can ob- 
viously not be expected from every amputee. 


4. Pulmonary tuberculosis, — A majority of 
tuberculous patients are in an anxious and de- 
pressive mood, They have reason enough to feel 
depressed. At best a large slice has been taken 
out of their active lives; at worst an uncertain, 
if not bleak, future lies in front of them. In addi- 
tion, as an infectious disease, tuberculosis affects 
the social relationships of its sufferers, subjectively 
and objectively, more than, or at least differently 
from, any of the other disabilities. Defiant atti- 
tudes are uncommon in tuberculosis because their 
adoption is discouraged by the medical authori- 
ties and patients know only too well that they 
have to pay for it with prolonged bed rest if they 
do not heed their doctors’ advice, For the same 
reason, the proverbial patient who prefers a short 
but merry life to a long-drawn-out illness is ex- 
tremely rare, Ultra-cheerfulness in the early 
stages may be due to ignorance, reassurance by 
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the doctor or a carefree temperament; in ad- 
vanced stages the so-called spes_phthisica 
(terminal delirium excepted ) is almost invariably 
defensive in origin. Rather than face the bitter 
truth patients take refuge in false optimism. 


II. SocraL SITUATION 


Disablement, irrespective of the nature of the 
disability, necessitates a readjustment of a per- 
son’s mode of life. Previously, within the limita- 


tions of his constitutional endowment, he could. 


compete with anybody according to his level of 
aspiration. Now restrictions are imposed on him 
at work and at play. Social handicaps are par- 
ticularly severe in the blinded, in the tuberculous 
and in some of the amputees. The blinded and 
the tuberculous often say that they have left one 
world and have entered another. 

Readaptation to this new world, like any other 
of a similar kind, e.g., transplantation of an in- 
dividual into a foreign country, is difficult, The 
foreigner, for instance, may hanker so much for 
his country of origin that he lives in the past and 
repudiates the present; or he may join the 
minority of those who are in a similar position; or, 
if he decides on adapting himself to the new 
environment, he may either make himself accept- 
able or, by overdoing it, may make a fool of him- 
self, In the latter case—and not only in the latter 
—he runs the risk of being put in his place. 

All four modes of behaviour occur in the dis- 
abled. There is the ex-regular who still clings 
to the life that he loved; the embittered person 
who, alleging that fit persons fail to understand 
him, withdraws into the world of the disabled; 
the person who joins the fit and is accepted by 
them almost as one of them; and there is the dis- 
abled person who frantically, alas in vain, tries 
to pretend that he is not different. 

Conversely, the community reacts to disable- 
ment in a variety of ways dependent on the 
nature of the disability and on the manner with 
which the disabled person deals with it. 

1. There is a marked difference between the 
community's reaction to disablement on active 
service and disablement sustained otherwise, War 
disablement brings the community into contact 
with the unpleasant aspects of war which every- 
body knows exist but which many people do not 
like to face. Full realization of their existence 
calls forth in the community—recognized clearly 
by few—fear of a similar fate, e.g. blindness, and 
satisfaction and guilt over being in a more for- 
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tunate position. Their sense of social obligation 
compels the responsible members of the com- 
munity to help the war-disabled as much as they 
can, whereas added feelings of guilt prompt them 
in overdoing their care. 

Hence amputees and the blinded encounter a 
good deal of uncalled-for attention, sympathy, 
pity and admiration. But there is no glamour 
attached to pulmonary tuberculosis, even if it 
was brought on by active service. 

2. To witness a catastrophe such as blindness 
is awe-inspiring and, as in the case of a visit to 
a house of mourning, people are reluctant to 
approach a blind person, to visit him or even to 
talk to him. Blind persons often complain that 
their presence has a dampening effect on other 
people’s hilarity, that previously well-tried friends 
now shun them and that people seem to be scared 
of entering into a conversation with them. If the 
barrier is broken, sighted people are apt to be 
unnatural in their talk because they are afraid 
of saying the wrong thing. 

3. Impediments of speech, deafness and obes- 
ity, together with stupidity and the mother-in- 
law, form the stock-in-trade of music hall jokes, 
but nobody—apart from children in blind man’s 
buff—would dare to crack a joke at the expense 
of the blinded, The one-eyed, by contrast, come 
in for a good deal of teasing. The very word is 
used in a derogatory sense and there is something 
sinister about a person whose one eye is covered 
by a black flap. 

4. The social situation of the tuberculous differs 
from that of patients with the other disabilities. 
Unless his illness is far advanced the tuberculous 
patient looks fit and there is nothing in his ap- 
pearance which calls for pity, sympathy or even 
special consideration. If it becomes known that he 
suffers from tuberculosis—and in small communi- 
ties it is almost impossible to conceal it—fear of 
infection is the most common reaction, On this 
account tuberculous patients may literally become 
outcasts. I have visited a bedridden tuberculous 
patient who had not seen a single soul for over 
three years, apart from his stone-deaf wife who 
was out all day working; and instances have been 
related to me of people calling at a patient’s 
house and demanding the immediate removal of 
“that consumptive person”; or, in a minor form, 
of people moving away, edging away or taking 
great care that their glasses and cups should 
not be mixed up with those of the tuberculous 
patient. Were he to reveal that he suffers from 
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tuberculosis his landlady would probably give 
him notice or his employer fire him, Conse- 
quently, and sometimes willy-nilly, tuberculous 
patients are often forced to “go underground” 
and to live a life of deceit. 


III. OccuPpATIONAL SITUATION 


As regards the occupational situation of dis- 
abled persons, factors which make for good 
working efficiency are: (1) absence of residual 
complaints; (2) a previous conscientious person- 
ality; and (3) a defiant attitude towards the dis- 
ability in all except the tuberculous, who break 
down if they over-exert themselves. Men of the 
defiant type, all out to attain equality with able- 
bodied workers, will do well even against heavy 
odds, while men anxious about their present or 
future security may content themselves with in- 
ferior jobs so long as they make a decent living. 
Many blind men dread their leisure hours, when 
they become dispirited and tend to brood. They 
are therefore eager to work extra hours but do 
not stand up well to industrial slackness. 

Factors which imperil successful resettlement 
or impair the disabled person’s working efficiency 
are: (1) presence of residual complaints, e.g. 
stump relapses in amputees; (2) domestic dif_i- 
culties brought on by disablement; (3) abnormal 
psychological reactions to disablement; and (4) 
intelligence too high or too low for the job 
obtained. 

Disabled persons who had previously been 
work-shy obviously cannot be expected to be 
first-rate workers simply because they are dis- 
abled, They usually make the most of their dis- 
ability and complain that excessive demands are 
made on them. Grief over loss, if persisting, para- 
lyses a man’s initiative and, like resentment, pre- 
vents him from making a whole-hearted effort at 
work, Both resentful and depressed individuals 
withdraw socially and, for this reason alone, are 
ill-suited to join a working community. Suppres- 
sion of the disabling effect in over-defiant and 
over-cheerful individuals may be operative in the 
choice of unsuitable occupations. Both attitudes 
may lead not only to disappointment but, in some 
instances, to complete breakdown. In _tuber- 
culous workers fear of ostracism from employers 
and workmates is an added reason for concealing 
their complaint though, in fact, ostracism is not 
often encountered. Those who conceal their 
tuberculosis relapse more often than those who 
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admit it because they are given jobs beyond 
their capacity. : 

Adverse outside factors beyond the control of 
the disabled are: (1) erroneous vocational guid- 
ance; (2) employment in unsuitable jobs, espe- 
cially inferior jobs; and (3) unsatisfactory man- 
agement at their place of employment. Of these 
three factors, erroneous vocational guidance is 
especially pernicious and regrettable. As an ex- 
ample, I quote the case of a_ tuberculous 
ex-patient who had been made superintendent of 
a cemetery which had not been in use for 60 
years and that of a boy with positive sputum who 
had been advised to become a porter at a cater- 
ing establishment. 


To sum up, evidence has been obtained which 
suggests that the emotional difficulties of the 
severely disabled are considerable. For the un- 
informed their rehabilitation is merely a surgical, 
medical and financial matter, but the informed 
have long known that the working capacity and 
social readaptation of the disabled do not depend 
exclusively on their physical condition, While 
great strides have been made in many aspects of 
the aftercare of the disabled, it is felt that the 
psychological “aspect has so far received insuffi- 
cient attention. 


The physical handicaps of monocular persons 
are negligible. Physical handicaps apart, the 
difficulties are predominantly emotional in the 
one-eyed, social in the blinded, and occupational 
in the limbless, Tuberculous individuals en- 
counter considerable difficulties in all three 
spheres. 


RESUME 


L’invalide ne peut satisfaire la tendance de la plupart 
des gens a se conformer aux lois de l'uniformité. En tant 
_ tel, il se sent dépourvu et craint d’étre un objet 

e mépris ou de risée. Le degré d’atteinte varie en 
raison du narcissisme constitutionnel du sujet, de la 
gravité et de la nature de son invalidité. L’infériorité 
peut se manifester par le refus d’accepter son incapacité, 
la compensation outrée, Teffacement, le besoin 
d’affection, la susceptibilité ou lagressivité. La grande 
inquiétude des borgnes est de perdre la vue que leur 
permet leur ceil intact. Cette crainte peut diminuer leur 
capacité de travail plus que ne pourrait le faire leur 
invalidité méme. Les aveugles, 4 peu d’exceptions prés, 
doivent changer d’occupation et ne peuvent prendre une 
part active aux sports. Ils doivent se fier constamment 
aux voyants, ce qui leur enléve une bonne part de leur 
intimité, par exemple: dans la lecture de leur courrier. 
Plusieurs sont déprimés de temps 4 autre, recherchent la 
compagnie et doivent se tenir occupés pour éviter la 
mélancolie. Il n’est pas rare de trouver une attitude de 
défi, de refus hypomaniaque et d'irritabilité chez les 
aveugles. Leur incapacité a saisir clairement certains 
événements ajoutée a leur sentiment d’infériorité peut 
les rendre soupconneux et jaloux. 
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La perte d’un bras a des répercussions beaucoup plus 
graves que la perted’une jambe car une jambe 
attificielle est beaucoup plus efficace qu’un bras arti- 
ficiel; un manceuvre est bien plus profondément affecté 
par la perte d’un bras que par celle d’une jambe; une 
jambe artificielle parfait moins qu’un bras artificiel; le 

ras a une plus grande importance que la jambe comme 
moyen de relations sociales et d’expression personnelle; 
la perte d’un bras entraine un sentiment d’infériorité 
plus marqué que celle d’une jambe; le bras sert a 
combattre, la jambe a fuir; enfin, sa proximité de la 
téte et du cceur relie le bras 4 la notion méme de vie, 
alors que la perte de la jambe est associée 4 l’impuissance 
a cause a sa proximité des organes  génitaux. 
Immédiatement aprés l’amputation, Tinvalide peut faire 
montre d’une fausse gaieté qui souvent disparait aprés. 
que l'appareil de prothése lui a été donné. L’amputé 
souvent devient alors intraitable, envieux et méme amer. 

Le plus grand nombre des tuberculeux est angoissé 
et déprimé. La nature infectieuse de la maladie affecte 
les contacts sociaux de ceux qui en souffrent. Au stade 
avancé, le spes phtisica est presque invariablement 
d’origine défensive; les malades préférent se refugier 
dans un faux optimisme pluté6t que d’accepter la triste 
réalité, 

L’invalidité exige un réajustement du mode de vie. Le 


THE REHABILITATION OF THE 
TUBERCULOUS CASUALTY* 


G. J. WHERRETT, M.D., M.R.C.P., 
F.R.C.P.[C.],+ Ottawa 


ANYONE who had anything to do with the care 
and treatment of tuberculosis in the past was, of 
necessity, cognizant of the great problem of re- 
habilitation that the disease presented. One was 
particularly conscious of a number of factors 
connected with the disease which contributed to 
the problem. The advanced stage of disease when 
it was discovered, the uncertain prognosis, the 
tendency to relapse and the severe disability that 
then followed in its wake, all made the lot of 
the patient a difficult one. 


The long period of treatment caused a deple- 
tion of the patient’s and the family’s resources. 
During such a length of time, it was likely that 
someone else had taken his job. When in addi- 
tion it was necessary for the patient to change 
his occupation, or when he was made to feel 
that he was shunned by his fellow workers, it 
is no wonder that he often lost confidence and 
feared the attempt to make the necessary adjust- 
ment. 

*Presented at the First Canadian Conference “on Re- 


habilitation, C.M.A., Toronto, Feb. 19, 1955. 
+Executive Secretary, Canadian Tuberculosis Association. 
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désavantage social affecte particuliérement les aveugles, 
les tuberculeux et certains amputés. La société ne voit 
pas du méme ceil l’invalidité subie 4 la guerre que celle 
subie dans d’autres circonstances. Elle s’occupe des 
invalides de guerre par obligation sociale, et certains 
sentiments de culpabilité la font souvent pécher par 
excés, Les aveugles se plaignent souvent que leur simple 
présence refroidit |’enthousiasme de leur entourage, au 
point que certains peuvent méme craindre de leur parler. 
Jamais la cécité n’est le théme de. plaisanterie; par 
contre, les borgnes sont souvent taquinés. La peur de 
la contagion peut quelquefois faire des parias des tuber- 
culeux; de sorte que, bon gré mal gré, certains 
tuberculeux doivent cacher leur maladie. L’efficacité des 
invalides au travail dépend de Ilabsence de _ toutes 
doléances résiduelles, d’une personnalité consciencieuse et 
d’une attitude de défi devant linvalidité, sauf dans le 
cas des tuberculeux. Si les griefs sur leur perte persistent, 
ils peuvent paralyser toute initiative ie la part de 
lamputé, comme la rancceur peut l’empécher de se 
donner entiérement 4 son elk Parmi les facteurs qui 
peuvent affecter d’une maniére adverse l’invalide sans 
toutefois dépendre de lui, notons: une mauvaise 
orientation, Temploi dans des travaux qui ne con- 
viennnent pas ou qui sont avilissants, ainsi qu'une 
direction incompétente au travail. M.R.D. 


A sanatorium staff would have to be less than 
human not to be distressed by such a bleak 
prospect facing a patient. Many of them gave 
thought, time and energy to plans designed to 
assist patients. They advised as to suitable 
avenues of employment. Some of them tried to 
lend a hand in opening up those avenues and 
occasionally, through a combination of industry, 
persistence and luck, managed to bring some- 
thing off. 

Although there were success stories, too often 
the physician and other members of the staff, 
though aware of the problem, were unable to 
find a solution; the patient and the patient’s 
family were left to struggle alone with their 
dilemma, without the support of enlightened 
community interest. Sometimes these courageous 
though handicapped fighters were rewarded 
with marvellous success, but often they met with 
defeat, evidenced by relapses, frustration, deple- 
tion of individual and family resources and a 
costly increase in relief rolls. 

The picture has now changed. The factors 
contributing to the altered situation each carry 
such weight that I hesitate to grade them in 
first, second or third place. The difference made 
by early diagnosis is important. The difference 
made. by antibiotics is important. The expansion 
of training resources is important. Perhaps, 
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above all, the new concept of rehabilitation as 
an essential part of treatment is important. Re- 
habilitation is as inseparable from the rest of the 
programme as are diagnosis and medical treat- 
ment. The realization has come that every pa- 
tient is potentially a rehabilitation subject and 
that all patients can benefit, either psychologi- 
cally or materially, from a rehabilitation service. 
The team work shown in the rehabilitation con- 
ferences is as important now as that shown in 
medical conferences. 

There are some basic facts which, I think, we 
should note briefly before we go on to fuller 
discussion of our topic. First, let us remind our- 
selves of that well-worn but cogent proverb, 
“An ounce of prevention is worth a pound of 
cure.” It may seem superfluous to point out that 
the person who never develops tuberculosis 
never becomes a _ tuberculosis rehabilitation 
problem. We need to remind ourselves of this 
fact periodically. We were more conscious of it 
in the old days, when we had only a fraction of 
the facilities needed for all phases of a control 
programme. Lack of funds was one of the 
reasons why a rehabilitation programme lagged 
behind other phases. Our position then was 
rather like that of a general who knew perfectly 
well that his enemy was vulnerable at several 
points, but knew also that he had not the troops 
to attack all the weak places. The decision had 
to be made as to where available troops could 
make the greatest impact. Quite rightly, I think, 
we massed our strength on prevention and 
treatment. 

We now have the means to close in on all 
sides. Our resources have expanded so that we 
can launch frontal, rear and flank attacks—but 
let us not forget in our zest for new sorties that 
the basic attack has lost none of its importance. 
Early diagnosis, prompt treatment, painstaking 
follow-up of contacts—these must not be neg- 
lected, no matter what new aspect of tuberculosis 
control arouses our enthusiasm. On the contrary, 
common sense decrees even more earnest atten- 
tion to these facets of control at the same time 
as we are putting vigour into rehabilitation. 

The basic problem has been helped in other 
ways. In the field of rehabilitation, the first 
blessing for which we should give thanks is the 
fact that, due to earlier diagnosis and the revolu- 
tionary changes made by antibiotics, tuber- 
culosis is not anything like as disabling a disease 
as it used to be. We are accustomed to present 
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the results of modern treatment in terms of the 
dramatic way in which the death rate has fallen. 
I wonder if we should not be equally thankful 
that, not only are lives saved, but the kind of life 
to which the patient is accustomed is salvaged 
too. 

Most of us here can remember when only about 
15% of tuberculosis was diagnosed in the mini- 
mal stage. The bulk of patients never appeared 
in a doctors office until the disease was 
moderately or far advanced. Inevitably there was 
a great deal of damage which could not be un- 
done and, though the patient's life was saved, it 
was all too often a shadow of what his life had 
been—circumscribed and restricted. This is the 
group from which came the “maximum benefit 
case,” the “old chronic,” or the “disabled 
chronic,” according to which term you liked to 
use. 

This gloomy picture has been strikingly 
altered. The doctor has within his reach many 
more facilities for early diagnosis than he used 
to have. The net of casefinding spread by mass 
surveys, hospital admission radiographs, exam- 
ination of contacts and pre-employment exam- 
inations has tipped the scales in favour of find- 
ing cases early. Twenty years ago nearly 50% 
of patients admitted to sanatoria were in a far 
advanced stage. Now, while in about half this 
number the disease is far advanced, none is 
hopeless, as was the case formerly. Compared 
to the picture of 15 or 20 years ago, the prospect 
is bright indeed. 

A concrete example will perhaps illustrate the 
difference in the patients’ prospects. Recently 
Weston Hospital made a study of the post- 
sanatorium occupation of a group of its pa- 
tients. It was discovered that all but 3% had 
returned either to their former job or others in 
the same field. This would have been quite un- 
believable 20 years ago. 

It is only realistic to take into account that this 
change is not entirely due to the changes in diag- 
nosis and treatment. Some of it is due to the 
remarkable way in which the whole work picture 
has altered. One doesn’t walk many blocks these 
days without being confronted with some 
machine doing work that once was done with 
shovels, picks or axes, Every day tons of dirt, 
gravel and rock are lifted mechanically that 
within our memory would have been somebody's 
job. Cement is mixed, piles driven, weights lifted 
—all by machines. We are in a machine age. 
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On the other hand, one has only to stand on 
any city street from eight to nine-thirty in the 
morning or from five to six-thirty at night to be 
almost overwhelmed by the number of office 
workers needed to keep the modern world going. 
The demand for workers who put brain rather 
than brawn into their jobs would stagger our 
grandfathers. This has expanded the job op- 
portunities for the ex-patient enormously. 


There are other non-medical factors which 


have an important bearing on the rehabilitation: 


pattern, and for which we should be very 
thankful. 

Social legislation has made valuable contribu- 
tions. Tuberculosis still imposes financial hard- 
ship on thousands of families, but there is a 
great difference between hardship or strain and 
financial ruin—and financial ruin is not too strong 
a term for what once happened to many a family 
hit by tuberculosis. We have realized the 
wisdom of giving enough tax-supported help to 
enable a family to weather the storm. There is, 
first of all, relief from the burden of treatment 
costs. There is no longer need for a patient to 
curtail treatment for lack of funds. Veterans’ 
allowances, after-care allowances, mothers’ al- 
lowances and family allowances have helped 
patients to stay the course in a way that was im- 
possible for some years ago. There is no denying 
the fact that premature departure from sana- 
torium was provoked by the knowledge of want 
and even poverty at home. While all the holes 
in the dykes have not been plugged, there has 
been great improvement. Legislation such as the 
post-sanatorium care programme in Ontario was 
a great advancement and such care programmes 
in other provinces are much superior to previous 
ones. 


But perhaps nothing is fundamentally more 
important than a change in outlook concerning 
the potential for rehabilitation of the average 
person. Not so long ago, our faith in what the 
average adult would or could do in the way of 
learning was pretty meagre and summed up in 
the tag, “You can’t teach an old dog new tricks.” 
Maybe we didn’t give enough thought to the fact 
that we weren't teaching dogs and we weren't 
teaching tricks. We were helping human beings 
to do something of importance to them—either 
economically or emotionally, We have now got it 
into our heads that rehabilitation is one depart- 
ment of adult education, and that adults can 
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learn and are the better for it. This realization 
has come slowly, but surely and convincingly. 
With it comes the conviction that every patient 
needs rehabilitation services, not only the 
minority who must face decreased activity or 
change their occupation, but the many men and 
women who will return to the same workaday 
world with no appreciable physical impairment. 


It is sound therapy and sound economics to 
have the patient use his time in hospital to better 
himself. Of course this is another place where 
advances in treatment have revolutionized the 
possibilities. The antibiotics have done a good 
deal toward making a patient feel well enough 
to use his time advantageously. Twenty years 
ago patients in sanatoria were generally too ill 
to have employed their time as many do now, 
even had educational and rehabilitation courses 
been available. 


But rehabilitation does more than equip the 
patient to cope better with life than he could 
otherwise. It demonstrates most tellingly that 
he is expected to get better. It is a constant re- 
minder, more assuring than any kind of en- 
couraging words, that he is to leave the sana- 
torium within the foreseeable future. This psy- 
chological approach is part of treatment. 


It is some satisfaction to know that the Cana- 
dian Tuberculosis Association, through its pro- 
vincial branches, has been able to pioneer in the 
rehabilitation programme. The educational pro- 
gramme necessitated by the large number of 
children and young adults under treatment has 
been in operation for many years. 


The first rehabilitation officer was appointed 
in Manitoba in 1941 by the Sanatorium Board, 
in British Columbia in 1947 and in Alberta in 
the same year. The rehabilitation programme of 
the Department of Veterans Affairs under the 
direction of Major Edward Dunlop was a great 
stimulus to the programme generally. A num- 
ber of rehabilitation officers first employed by the 
Department of Veterans Affairs were later avail- 
able for the provincial programmes, We are 
pleased to report that personnel from the pro- 
vincial tuberculosis associations have been able 
to fill positions as provincial coordinators, 


All the provinces now have a rehabilitation 
programme. Some programmes are under the 
direction of the Department of Health, Labour 
or Welfare; some are directed or operated by 
tuberculosis associations. All have been assisted 
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greatly since 1948 by the federal tuberculosis 
grants, and further strengthened in 1954 by the 
appointment of provincial coordinators on a 
nation-wide scale. This will strengthen the bond 
of unity between all rehabilitation agencies. The 
programme will benefit from the stress to be 
laid on vocational training by this coordinated 
plan. Financial help available to ex-patients will 
undoubtedly result in more and better vocation- 
ally trained people and an increase in satisfying 
job placements. 


Programmes may vary in different provinces 
but all follow a similar pattern. First there is 
the in-sanatorium programme. It is interesting 
to note that stress has moved from occupational 
and diversional activities to educational and voca- 
tional courses. There is still opportunity for 
studying design and doing leather and copper 
tooling and similar crafts, but much more atten- 
tion is given academic work, pre-vocational and 
vocational courses. How extensive these courses 
have been in some cases can be judged from the 
fact that students have concluded their high 
school and in some cases some years of uni- 
versity work while in sanatorium. 


I would not want to leave the impression that 
courses are limited to the academic. There is the 
greatest variety of subject matter. Housewives 
have benefited from study units on homemaking, 
and farmers ‘have profited from courses on topics 
ranging from animal husbandry to diesel 
engines. 

No programme is complete without competent 
vocational counselling. A rehabilitation pro- 
gramme is aiming at more than “steady employ- 
ment” for the disabled. The objective is to do 
everything possible to ensure that the employ- 
ment will be satisfying to the individual and 
within the bounds of his physical capabilities. 

The post-sanatorium programme must of 
necessity utilize other community resources and 
agencies, Where the training or retraining of ex- 
patients is required, assistance is forthcoming 
under the Vocational Training Act. The Special 
Placement Officers of the National Employment 
Service have shown a willingness to cooperate 
in finding suitable employment for tuberculous 
ex-patients. Their usefulness is greatly extended 
where there is close liaison with other rehabili- 
tation officers, counsellors and supervisors, with 
more intimate knowledge of the ex-patient and 
his capabilities. 


x 
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There are still rehabilitation failures and un- 
met needs. There is still the older: disabled pa- 
tient whose lack of education fitted him only for 
a manual job which he is now unable to do. 
These are part of the whole problem of an 
aging population. The lessening of the tuber- 
culosis problem in the younger age groups, and 
particularly women, sets out in bold relief this 
problem of the older male. 

When to these problems are added recurring 
regional unemployment situations, we realize 
that we still have a serious problem. There are 
for example the fishermen of the Maritime 
Provinces and Newfoundland who are prevented 
from following the strenuous life at sea and for 
whom the village or the outport holds so little in 
the way of useful employment. In the same 
category are loggers of British Columbia and 
miners of other provinces. Equally serious is the 
problem confronting the Indian and Eskimo, un- 
trained for jobs in the white man’s world and yet 
not equal to the rigors of their former life. There 
is encouragement here that the Federal Govern- 
ment is tackling the job. 

There is still a great need for a continuous 
educational programme to allay the fears of the 
public, based on conditions of 30 years ago. We 
need to instil a feeling of confidence in the sta- 
bility of the tuberculous ex-patient. The truth is 
that the tuberculous ex-patient is one of the 
safest of employees on the score of contagion. 
He or she is in effect certified to be free of con- 
tagious disease, and when ex-patients are re- 
ferred to an employer he can be sure that, from 
the medical standpoint, they are fully capable 
of doing the particular job for which they are 
applying. We need also to approach the prob- 
lem from the point that the trained tuberculous 
ex-patient is an asset to any employer and that 
he has something to sell in full competition with 
the so-called unimpaired. 

The active participation of the physician is 
necessary in the rehabilitation programme. It 
adds confidence to all those that constitute the 
rehabilitation team; with such leadership, pro- 
grammes are likely to be more useful and suc- 
cessful. The full backing of the Canadian Medi- 
cal Association is another of the hopeful and 
heartening signs in the present rehabilitation 
picture. 
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ELECTROCARDIOGRAPHIC STUDY 
IN 75 CASES OF MITRAL 
STENOSIS BEFORE AND AFTER 
COMMISSUROTOMY* 


O. GIALLORETO, M.D. and 
P. DAVID, M.D., Montreal 


In 1913, THomas Lewis pointed out for the first 
time the characteristic aspect of the electro- 


cardiogram in mitral. stenosis. The growing im-.. 


portance over the past five years of surgical treat- 
ment of mitral stenosis has forced us to recon- 
sider the criteria which can help in establishing 
a precise diagnosis. Electrocardiography plays an 
important part in evaluation, and most research 
workers have attempted to describe the more 
significant abnormalities, and thus obtain a more 
accurate diagnosis. 
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In the second part of our study the same elec- 
trical complexes were analysed postoperatively. 
Finally, the tracings were compared so as to 
show the changes brought about by the imme- 
diate hzmodynamic transformation occurring 
after operation. 

Evaluation of the different characteristic signs 
—electrical axis, left and right auricular hyper- 
trophy and right ventricular hypertrophy — is 
based upon criteria admitted by most authors. 
However, the calculation of the electrical axis has 
been established arbitrarily by us together with 
limits of deviation peculiar to mitral stenosis, for 
the purpose of this study. 

The electrocardiographic tracings registered 
directly include the three standard leads, the 
three unipolar limb leads and four or six uni- 
polar precordial leads. 


AGE AND SEx 


10-19 


2 9 
1 
3=4% 


The electrocardiographic picture of mitral 
stenosis includes that of right axis deviation, left 
and right auricular hypertrophy, and right ven- 
tricular hypertrophy. These signs are the result 
of a specific hemodynamic condition which, 
while increasing the work of the right heart 
from elevation of pressure, produces a progres- 
sive hypertrophy of the walls and dilatation of 
the cavities. There seems to be a constant “cause 
and effect” relation. However, the’ expression 
“electrical hypertrophy” does not describe the 
anatomical picture, since it is impossible to 
differentiate the electrical patterns due to hyper- 
trophy of the wall itself from those caused by 
dilatation of the cavity. 

In the first part of our study, the frequency of 
different electrocardiographical expressions of 
mitral stenosis in 75 consecutive patients under- 
going commissurotomy was noted, We eliminated 
cases in which mitral stenosis was associated with 
a significant mitral regurgitation or other valvular 
lesions. In each case diagnosis was confirmed at 
operation. 

*From the Institute of Cardiology of Montreal. This work 


was made possible through the generosity of the Rheaume 
Foundation, Université de Montréal. 


20 - 29 


20 
29 =38.6% 


30 - 39 50 - 59 Total (%) 


26 = 34.6% 
1 49 =65.3% 
1=1.3% 75 


40 - 49 


8 7 
16 
24 =32% 


11 
18 =24% 


Table I shows the sex and age of the patients. 
The number of women (65.3% ) was practically 
double that of the men (34.6%). A little more 
than two-thirds of our patients are between 20 
and 39 years of age. Our youngest patient 
operated on was 18 years old and our oldest 51. 

We shall study successively the following 
factors: (1) Electrical axis, (2) Left, right, and 
combined auricular hypertrophy. (3) Right ven- 
tricular hypertrophy and right bundle branch 
block. 


ELECTRICAL AxIS 


We consider the electrical axis to be shifted 
to the right when it exceeds +90°, and not 
shifted when included between -+90° and 
-+46°. It is said to be shifted to the left when 
it is +45° or less. For this study the double triaxis 
of Bailey and Cabrera has been used. Table II 
sums up our preoperative and postoperative 
findings. Seventy-three cases were used in pre- 
operative study. In one case, the axis was indeter- 
minable and in another the identity of the ECG 
was doubtful, The electrical axis was not deviated 
in 37 patients (50.6%); right deviation existed 
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TABLE II. 
BEFORE OPERATION 
Left dev. No dev. 
0° +46° 
No. of to No. of to No. of | Right dev. 
case +46° case +90° case | +91° 
8 + 1 of 2 4 
41 + 7 + 3 + 
9 + 4 + 
11 + 5 + 
17 + 6 + 
18 + 10 + 
19 + 12 + 
20 + > 13 +. 
24 +H 14 + 
27 + 15 + 
28 + 16 + 
30 + 21 + 
31 + 22 ao 
33 + 23 + 
35 + 25 - 
36 + 26 - 
38 + 29 + 
39 + 32 + 
44 + 34 + 
45 + 37 + 
47 + 40 + 
48 + 42 + 
49 + 43 + 
50 + 51 + 
53 + 52 + 
54 + 55 + 
56 + 62 ao 
57 + 63 
58 + 64 + 
59 + 65 +> 
60 + 68 + 
61 + 69 + 
66 + 70 + 
71 + 73 - 
72 + 
74 + 
75 > 
Total. . 2 37 34 





in 34 cases (46.5%) and left in 2 (2.7%). After 
operation, the study included 59 cases; three 
tracings were inadequate, and 11 patients died a 
few hours or a few days after operation. The 
electrical axis remained shifted to the right in 10 
cases (16.9% ); it was shifted to the left in seven 
(11.8% ) and showed no deviation in 42 cases 
(71.1%). 


AURICULAR HYPERTROPHY 


Left auricular hypertrophy was considered 
electrically established when the duration of the 
P wave in D2 was 0.12 second or more. Hyper- 
trophy was considered probable on the follow- 


ELECTRICAL AXIS 
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AFTER OPERATION 


No dev. 
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ing criteria: duration of P wave 0.11 second, its 
bifidity in standard derivations and its diphasic 
type with widening of the negative phase in V,, 
with left axis deviation (30° and under), The 
diagnosis of right auricular hypertrophy was 
made when the voltage of the P wave in D2 
was 3 mm, or more. We have interpreted as 
combined auricular hypertrophy the tracings in 
which the signs we have just described were 
grouped. 

In Tables IIIA and IIIB we have condensed 
the observations on auricular hypertrophy and 
auricular fibrillation before and after operation; 
73 cases are grouped in this study. 
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TABLE IIIA. 
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BEFORE OPERATION 


No. of 


No. yf No. of No. of | Signs of | No. of 


case re =0.12 sec. 


+t4++4+++4+4++4+44+ 
+4+++4+++4++4+4+4+4+4+44 


AFEFEEFFFEFEFFEF+EF+444444 


Total. . 13 16 24 


case 


P2=0.11 sec.| case case 


FEFEEFEFEEFEFEFEFEFFEFF T+ +444 


4 


*Cases reported in two different columns = combined auricular hypertrophy. 
Normal =P wave without deformation. 
L.A.H. =Left auricular hypertrophy. 
A.F. = Auricular fibrillation. 


Before operation, 13 cases showed no sign of 
auricular lesions; 16 cases were in fibrillation and 
because of that could not be included in evalua- 
tion of the hypertrophy; 24 showed positive signs 
of left auricular hypertrophy, four of probable 
left hypertrophy, and 28 signs of right auricular 
hypertrophy. In 12 cases we considered that com- 
bined auricular hypertrophy was present; these 
cases are preceded in our table by an asterisk. 
If we classify these hypertrophies, we obtain the 
following percentages: 


Isolated and certain left auricular hypertrophy 12 cases 

Isolated and probable left auricular 
hypertrophy 

Isolated right auricular hypertrophy 

Combined auricular hypertrophy 

Auricular fibrillation 


No sign of hypertrophy 


(16.0%) 


( 5.4%) 
(21.9%) 
(16.4%) 
(21.9%) 
(17.8%) 


After operation, 59 cases were studied, and our percentages 


became: 
Isolated and certain left auricular hypertrophy (11.8%) 
( 5.0%) 


Isolated and probable 
left auricular hypertrophy 
(11.8%) 
( 0.7%) 


Isolated right auricular hypertrophy 

Combined auricular hypertrophy 
(20.3%) 
(49.0%) 


4 cases 
16 cases 
12 cases 
16 cases 
13 cases 


7 cases 


3 cases 
7 cases 
1 cage 
Auricular fibrillation 12 cases 


No sign of hypertrophy 


Ricut VENTRICULAR HYPERTROPHY 


We took into account all the elements that 
most authors consider as indispensable for the 
diagnosis of right ventricular hypertrophy. 

On the frontal plane: 

1. Right axis deviation (+91° and above). 

2. The T left axis deviation (at -+30° and 

above). 

3. Differential angle (more than -+-60°). 


On the horizontal plane: 


1. Rin V, superior to 8 mm. 
2. R/S ratio in V, greater than one, that is a 
prevalence of R over S. 
3. Time of intrinsicoid deflexion in V, equal or 
superior to 0.03 second. 
4. T wave negative in V,, V, and V;. 
5. Displacement of the transitory zone towards 
the left of the precordial region. 
For bundle branch block, we used the classical 
criteria and we considered the configuration of 
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TABLE IIIB. 
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AFTER OPERATION 


No. of 


case 
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Normal 


P2=0.12 sec. 


| 
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29 | 


12 
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*Cases reported in two different columns = combined auricular hypertrophy. 


Normal =P wave without deformation. 
L.A.H. = Left auricular hypertrophy. 
A.F. = Auricular fibrillation. 


No. of 
case 





59 
65 
66 
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the fast complex in the right precordial deriva- 
tions and the time of the intrinsicoid deflexion. 
When the R wave in V, was at least 8 mm., we 
associated the diagnosis of right ventricular 
hypertrophy with that of bundle branch block. 

Tables IV and V sum up the observations on 
the frequency of right ventricular hypertrophy 
and of right bundle branch block? Out of 74 
preoperative electrocardiograms right ventricular 
hypertrophy was certain in 32 cases (43.2% ) and 
probable in three cases (4%). Of 11 cases of 
right bundle branch block (14.9% ), five (6.7% ) 
were isolated blocks and six (8.1%) associated 
with right ventricular hypertrophy. Twenty-eight 
electrocardiograms (37.8%) showed no ven- 
tricular lesions whatsoever. 

Out of 59 electrocardiograms taken after opera- 
tion, right ventricular hypertrophy was still 
evident in 18 cases (30.3%); right ventricular 
hypertrophy was probable in one case (1.69%). 
Twelve cases showed a right bundle branch 
block (20.2% ); of these the block was isolated 
in four cases (6.8% ), associated with right ven- 


> 





tricular hypertrophy in seven (11.8%), and 
associated with left ventricular hypertrophy once 
(1.7% ). In 23 tracings there was no sign of ven- 
tricular hypertrophy at all (39%). Signs of left 
ventricular hypertrophy were evident on four 
occasions (6.7% ). 


DIscussION 


As we have already said, all the cases men- 
tioned here were operated on, and the diagnosis 
of mitral stenosis was confirmed at operation. In 
studying these percentages, we must therefore 
keep in mind that all tracings were recorded on 
patients with a pure, tight and certain mitral 
stenosis. | 

We have eliminated from the postoperative 
tracings those which presented possibly tran- 
sitory alterations (tachycardia, auriculo-ventric- 
ular block, rhythm of transition, etc.) and only 
kept account of those which appeared sufficiently 
stabilized. Most of the tracings were recorded 
during the two months after operation. 
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BEFORE OPERATION 
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No. of case R.V.H. No. of case R.V.H. probable No. of case R.B.B.B. No. of case Without V.H. 
+ 51 + *13 + 8 + 
+ 66 + *23 + 9 + 
+ 69 + *26 + 11 + 
+ 31 + 14 + 
+ *42 + 17 - 
¥ 44 + 24 . 
+> 48 + 25 + 
+ 52 + 29 + 
+ 67 + 30 4. 
+ *71 + 33 + 
+ : *74 + 35 5 
+ 38 > 
+ 39 + 
+ 40 + 
+ 41 + 
+ 47 + 
+ 49 + 
+ 50 + 
+ 53 + 
+ 54 ss 
+ 56 + 
+ 57 +> 
+ 58 + 
+ 59 + 
+ 61 + 
+ 72 + 
+ 73 + 
+ 75 > 
+ 
ae 
a 
aa 
a 
a 
aa 





*Cases reported in two different columns = R.V.H. + R.B.B.B. 





Column R.V.H.: The total is 38, but 6 cases (with asterisk) are considered in Column R.B.B.B. * 


Right ventricular hypertrophy 
Right ventricular hypertrophy (probable) 


Incomplete right bundle branch block + R.V.H. =8.1 


=43.2% 


= 4% 


%o 14.8% 
Incomplete right bundle branch block without R.V.H. =6. 7% 


Cases without ventricular hypertrophy 
N.B.—Percentages are calculated on 74 cases. 


=37.8% 





Before operation, in half the cases, the 
electrical axis is not deviated; in the other half 
it is displaced to the right (46.5%). Only two 
patients had a left axis deviation. In one case, 
aortic insufficiency was definitely observed 
during the year following operation, With this 
patient, suffering from a very tight mitral sten- 
osis, we had thought before operation that the 
diastolic murmur meant a functional pulmonary 
insufficiency, In the case of the second patient, 
a mitral regurgitation was associated with a 
stenosis, which however was very tight. 

Interesting changes take place after operation, 
and the variations in electrical axis are the most 
obvious and the earliest. We have observed a 





general tendency of the axis to shift to the left. 
For instance, only 16.9% of our cases maintain a 
right axis and 71.1% remain in normal limits, 
while 2% show a left axis deviation. 

The irregularities of the P wave in D, are 
very revealing. Before operation, the P wave had 
a voltage of at least 3 mm. in 38.3% of the cases 
and a duration of 0.12 second in 32.8%. The 
other patients (28.9%) had tracings showing a 
normal P wave. It must be remembered, though, 
that 21.9% of the patients were fibrillating. 

About two-thirds of the tracings showing a P 
wave in D, of 3 mm, in voltage and 0.12 second 
in duration preoperatively returned to normal 
after operation. Left and right auricular hyper- 
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TABLE V. 
_ AFTER OPERATION 
No. of No. of R.V.H No. o 0. 0 No. o 
case R.V.H case probable case R.B.B.B case Without V.H. case Left vent. strain 
1 + *16 + *13 + 9 + 8 > 
2 + 25 + *16 + 11 + 20 
5 + 23 + 14 + *31 _ 
6 + *31 + 18 + 35 + 
7 + *37 + 24 + 41 a 
10 + *42 + 27 + 
*13 + 51 + 28 7 
15 + 52 + 29 + 
19 + *65 + 30 - 
22 + 66 at 33 a 
32 + *71 + 36 + 
*37 + *74 + 38 + 
*42 + 39 T 
45 + 47 + 
55 + 49 + 
60 + 50 7 
62 + 53 a 
64 + 57 + 
*65 + 58 > 
68 + 59 v 
69 + 61 > 
70 + 73 + 
*71 + 75 + 
*74 + 
Total... 18 2 12 23 + 


*Cases reported in two different columns: R.B.B.B. + R.V.R. or L.V.A. 
Column R.V.H.: The total is 24. Six cases are considered in Column R.B.B.B. = 18. 
Column Left Ventricular Strain: The fifth case is reported in Column R.B.B.B. 


Right ventricular hypertrophy 
Right ventricular hypertrophy (probable) 
Incomplete right bundle branch block + R.V.H. 


No ventricular hypertrophy 
Left ventricular strain 
N.B.—Percentages are calculated on 59 cases. 


=11.8% 
Right bundle branch block + left ventricular strain = 1.69% 
Incomplete right bundle branch block without R.V.H. =6.8% 


=30.3% 
= 1.69% 7 


20.2% 


=39.0% 
=6.7% 





trophy persist in 29.3% of the cases; 49% of 
patients have normal P waves while auricular 
fibrillation has persisted in 20%. 

Before operation, right ventricular hyper- 
trophy was common and we found it alone 32 
times, and six times with an incomplete right 
bundle branch block (51.3%). In three other 
cases, right ventricular hypertrophy was prob- 
able. After operation the observations are slightly 
different because 43.8% of cases still show 
signs of right ventricular hypertrophy. The per- 
centage of cases without ventricular electrical 
abnormality was practically unchanged: 37.8% 
before operation and 39% afterwards. 

Eleven tracings showed an incomplete right 
bundle branch block. Of these 11, four dis- 
appeared after commissurotomy, while five new 
cases appeared, These last five showed all the 
signs of right ventricular hypertrophy before 
operation. In all our cases, before as well as after 
operation, the non-existence of a complete right 
bundle branch block must be pointed out. 


We found four completely normal tracings in 
our statistics (5.4%). This figure climbs to*22% 
after operation. 

In the postoperative series, there were five 
tracings with some signs of left ventricular strain. 
One was complicated by an incomplete right 
bundle branch block. Before operation, two of 
these tracings showed a left axis deviation as 
mentioned; the three others were within normal 
limits. After commissurotomy, four of the five 


cases had a significant mitral systolic murmur 


and the fifth case showed radiological left ventri- 
cular hypertrophy. 


CONCLUSION 


Despite the persistence of signs of right ven- 
tricular hypertrophy, which does not seem to 
alter, at least during the immediate postoperative 
period, the hemodynamic changes following 
commissurotomy, even during the first weeks, 
demonstrate electrical transformations which 
likely mean a lessening of right ventricular strain. 
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The electrical axis shift is the first result of the 
new hzmodynamic condition, with a general 
tendency towards the left. Even if the anatomical 
modifications of the right cavities, caused by pul- 
monary hypertension, persist, right ventricular 
strain is clearly reduced. Consequently, right 
auricular hypertrophy also disappears soon 
enough, for it is often associated with a certain 
degree of functional tricuspid insufficiency 
secondary to dilatation of the right ventricle. 

As for the left atrium, the frequent disappear- 
ance of the signs of hypertrophy is likely to be 
associated with the important decline in intra- 
auricular pressure after enlargement of the mitral 
valve. 

Pending further assessment of these same 
elements over a longer follow-up period, it 


JAUNDICE OCCURRING DURING 
THE ADMINISTRATION OF 
CHLORPROMAZINE* 


C. H. STACEY,t M.D., H. AZIMA, M.D., 
D. W. HUESTIS, M.D., 

J. G. HOWLETT, M.D., F.R.C.P.[C.], 
M.R.C.P., and 

M. M. HOFFMAN, M.D., Montreal 


As A RESULT of the introduction of many new 
drugs, the number of agents capable of causing 
toxic hepatitis in man has steadily increased.’ 
The present report describes the occurrence of 
jaundice, of a uniform clinical and laboratory 
pattern, in 8 of a group of 170 patients who 
received chlorpromazine during a period of 11 
months (July 1953-May 1954). 

Chlorpromazine (Largactil; Thorazine) is a 
phenothiazine derivative of the structure 10- 
(y-dimethylaminopropy] )- 2-chlorophenothiazine 
hydrochloride.’ It is predominantly a neuroplegic 
and sympathicolytic substance, with other prop- 
erties of which the most notable are its hypo- 
metabolic, hypothermic, antiemetic, vagolytic, 
and respiratory effects.’ It also has a marked 
potentiating effect on narcotics and barbiturates. 

Previous reports have been made of the occur- 
rence of jaundice in patients receiving chlorpro- 
mazine. Thus, Lehman and Hanrahan? in a series 
of 71 patients observed 3 instances of jaundice. 
* From the Depts. of Medicine and Pathofogy, McGill 
University, McGill University Clinic and the Allan Mem- 


orial Institute of the Royal Victoria Hospital, Montreal. 
+ J. B. Collip Fellow in Medicine. 
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would appear that in mitral stenosis the electro- 


_cardiographic signs of auricular hypertrophy are 


more often signs of dilatation than of irreversible 
anatomical hypertrophy. 
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Winkelman‘ reported 3 cases of jaundice in a 
group of 142 treated patients, and refers to a 
personal communication from Harper in which 
several additional cases of jaundice are described. 
Other instances of jaundice induced by chlor- 
promazine have been reported.® 


PROCEDURES 


All patients received chlorpromazine by mouth 
in a dosage varying from 75 to 900 mg. a day. In 
the first 100 cases, liver function tests were done 
only when suspicion of liver damage existed. In 
the last 70 cases liver function was evaluated 
by weekly determinations of the concentrations 
of alkaline phosphatase and bilirubin in the 
serum, and by examination of the urine for uro- 
bilinogen and bile. Other tests of hepatic func- 
tion were performed when one of the foregoing 
procedures indicated derangement of function. 

Serum bilirubin was measured by the method 
of Malloy and -Evelyn.* Serum phosphatase was 
determined by the King and Armstrong tech- 
nique;’ the upper limit of normal was taken to 
be 13 units per 100 ml. Cephalin-cholesterol 
flocculation was determined by the Hanger 
method,* * thymol turbidity and flocculation by 
the method of Shank and Hoagland.’ Total 
cholesterol was determined by the method of 
Bloor,’! and cholesterol esters by a modification 
of the Bloor-Knudson technique.'" !* Total serum 
protein was estimated by the biuret reaction,’ 
and the albumin separated by the Howe 
method." 








Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


In one case a liver biopsy specimen was ob- 
tained with a Vim-Silverman needle. The 25 
mm, cylinder of liver tissue was immediately 
placed in 10% formalin. The tissue was stained 
with hematoxylin and eosin and Masson's tri- 
chrome stain. 


CLINICAL AND LABORATORY OBSERVATIONS 


Incidence of jaundice.—In the present series 
of 170 patients treated with chlorpromazine for 
mental illness eight developed hepatitis with 
jaundice, an incidence of 4.8%, Seven additional 
patients of the series were observed to have an 
elevation of the serum alkaline phosphatase level 
as the sole apparent manifestation of liver dam- 
age. All were psychiatric cases but in none was 
undernutrition present, and there was no pre- 
vious history of hepatobiliary tract disease except 
in one case (S.B.), in which the patient was 
said to have had infectious hepatitis 6 years 
previously. None of the patients gave a history 
of allergy and only two showed any such mani- 
festation during chlorpromazine therapy; L.L. 
had angioedema, and L.B. developed a maculo- 
papular rash. 

Jaundice appeared between the 16th and 21st 
days following the onset of treatment (Table I). 


TABLE I. 
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No seasonal influence on incidence was noted, 
and during the period of study there were no 
cases of infectious hepatitis in the Institute. 
There was no correlation with sex, age or previous 
state of health of the patient, or with the dosage 
of chlorpromazine. With the exception of C.K., 
jaundice developed during the first course of 
treatment with chlorpromazine. 

Clinical characteristics.—The major clinical and 
laboratory features are listed in Tables II and 
III, and the clinical course in a representative 
case of toxic hepatitis is schematically outlined 
in Fig. 1. 

Pre-icteric period.—Since all patients received 
the drug for psychiatric illness it is possible that 
the primary disorder may have modified the 
symptomatology associated with disordered hep- 
atic function. However, in all patients the pre- 
icteric manifestations of toxic hepatitis were 
clearly discernible. The symptoms at onset were 
those of an acute gastroenteritis with anorexia, 
nausea, vomiting and the passage of loose stools 
dominating the clinical picture. Three patients 
had a brief febrile episode accompanied by 
chills. There was no complaint of pain during 
this period or at any time thereafter. 





AGE DISTRIBUTION OF PATIENTS TREATED WITH CHLORPROMAZINE, AND CLINICAL AND LABORATORY OBSERVATIONS 
In THosE WHo DEVELOPED JAUNDICE 








Age groups 10-20 20-30 30-40 
No. of patients......... 5 43 51 
No. with jaundice...... 3 1 









@ Chlorpromazine 













Clinical 


Patient diagnosis 








Duration 
(days) 


Daily Total 
dose dose 
(mg.) (mg.) 


























1. C.K. ¢ 300 3,900 13 
2.L.L. ¢ 800 6,400 8 
3. H.M.¢ 2,100 19 
4.R.D. 2 
5. S.K. 2 
6. L.B. ¢ 
7. 8.9 











Duration 


























40-50 50-60 60-70 70-80 Total 
33 17 16 5 170 
2 1 1 8 











Laboratory findings 
(maximum values) 










of a 
jaundice Alkaline Clinical features 
(days) Bilirubin |\phosphatase 
(mg. K.A. units 
/100 ml.) | /100 ml.) 








8 74 









7 mos. pregnant 
Angio-cedema 
Xanthelasma 












20 70 Febrile onset 

16 46 Febrile ons e 
No pruritus 

12 20 Febrile onset 

3.5 42 Skin rash 

40 38 Liver biopsy 
Rupture of liver 
Death 
No pruritus 
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Icteric period.—_Jaundice occurred several days 
after the onset of the foregoing symptoms. 
Nausea and anorexia extended into this period 
but were of short duration, and even as the 
jaundice deepened appetite improved. Choluria 
and acholic or hypocholic stools were observed, 
generally at about the time of onset of icterus, 
and continued for variable periods. Pruritus, 
which was present in all but two of the cases, 
became manifest several days after the onset of 
jaundice; in three cases it was severe. “ei 
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were found in patients with the mildest jaundice. 

Blood cholesterol was determined in six 
patients and there appeared to be a definite pat- 
tern characterized by increased levels as the 
disease progressed, In two patients very high 
concentrations were reached and xanthelasma 
developed in one of these. Increase in the blood 
cholesterol occurred later than that of the alkaline 
phosphatase and continued upwards after the bil- 
irubin level had fallen towards normal. All cases 
showed return to normal values as recovery took 


20 -25° 30 35 40 45 SO 55 


PHOSPHATASE L.B. 


6 enn. 
pra °. 
4 
7 


~ > 
a ¢ J . ™ vey My: 
/ BILIRUBIN " 








Me /oay 90 


TIME IN DAYS 5 10 


20 25 30 35 40 45 50 55 


Fig. 1.—Clinical and laboratory features of a representative case (Case L.B.) of jaundice 


induced by chlorpromazine. 


Jaundice was moderate in intensity and in 
only one case did the bilirubin concentration ex- 
ceed 20 mg. %; the direct reacting bilirubin 
varied from 60 to 90% of the total bilirubin. 
The liver was palpable in all but H.M., and since 
examination of this patient was difficult hepato- 
megaly cannot be excluded. Liver tenderness 
was elicited in all patients. Splenomegaly could 
not be demonstrated in any, 

In addition to the hyperbilirubinzemia a 
constant finding was elevation of the serum 
alkaline phosphatase level. In four cases in which 
the alkaline phosphatase was determined serially 
before jaundice occurred, this abnormality was 
noted before there was any other manifestation 
of deranged hepatic function. The magnitude of 
the increase was similar to that observed in 
extrahepatic obstructive jaundice or in post- 
arsphenamine jaundice.’> In methyltestosterone- 
induced jaundice the alkaline phosphatase level 
is only slightly altered.’* '* The hyperphospha- 
taseemia was not related to the level of the 
serum bilirubin since some of the highest values 


place. The serum protein values were normal, 
and the serum flocculation reactions were nega- 
tive, distinguishing this entity from infectious 
hepatitis. 


TABLE II. 





FREQUENCY OF SYMPTOMS AND SIGNS 





No. of 

Symptom or sign patients Percentage 
IR S556 oa heme aes 8 100.0 
ORR a ENE ie Sony ea 6 75.0 
IR Neral Gs cian ae pee > 6 75.0 
Loose movements............. 6 75.0 
NDS ecg kde + 9.420. 6 ae deo 6 75.0 
NT INE MINN ip veh s outers 3 37.5 
CI ie hn 8k ee ae 8 100.0 
Hepatomegsly........-......5. “en 87.5 
Liver tenderness.............. 7 87.5 
ONIN. 5 oR eds 0 0.0 
RNID :'n Sow! cieineis's wpa ea 8 8 100.0 
EE Sb ios abe Nad oe WN bees 8 100.0 
Duration of jaundice.......... 18 - 58 days* 


*Case No. 2—197 days. 





Hematological studies were not performed on 
all patients. From those available no definite pat- 
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tern appeared. Three of the patients had white 
cell counts in the range of 11,000 to 17,000 at the 
onset of jaundice, and two additional patients, 
with moderate jaundice, had white cell counts 
between 6,000 and 7,000. Only one patient 
showed anzemia and she was 7 months’ pregnant, 
The erythrocyte sedimentation rate (Wintrobe) 
was slightly elevated in four patients, all female, 
and normal in one male patient. Prothrombin 
activity was reduced in two patients but could 
be restored to normal with vitamin K. 


STACEY AND OTHERS: CHLORPROMAZINE AND JAUNDICE 389 


did the pruritus. In three cases the itching was 
of sufficient severity to cause the patients to 
traumatize the skin. 

It was impressive that throughout the course 
of the hepatitis these patients seemed to have 
less fatigue than is ordinarily experienced in 
other forms of hepatitis, This made the insistence 
on bed rest difficult to achieve. Despite the 
hepatitis it was possible to give electroshock 
therapy to several of the patients during the 





2.—Liver parenchyma (Case S.B.) showing large bile plugs (lower 2 arrows) and 
ensiaibonal filled with bile (upper arrow). (H. & E., 400 x.) 


The urine in all cases contained bilirubin; 
urobilinogen was present in abnormal amounts in 
all patients on whom the test was performed. No 
chemical studies of the stools were made, but all 
showed a decrease in colour at some period 
during the course of the illness. 

Course.—Seven of the eight patients had a 
mild illness with jaundice persisting from 18 to 
58 days. One patient was jaundiced for 197 days. 
The gastrointestinal symptoms were of brief 
duration and never a real problem in manage- 
ment. Hepatomegaly, which appeared early, per- 
sisted in decreasing degree throughout the illness. 
Biochemical abnormalities improved parallel 
with clinical recovery. Clay-coloured stools and 
biliuria persisted for a variable length of time as 


period of jaundice without any apparent ill- 
effects. 

Pathology.—It was possible to obtain a liver 
biopsy from one patient (S.B.),The architectural 
features of the liver were preserved, and the 
parenchymal cells appeared normal and with 
good glycogen content as shown in Figs. 2 and 
3. However, two abnormalities were noted. The 
first of these involved the portal tracts, in which - 
there was a mild inflammatory infiltrate, mostly 
lymphocytic, but with a fair sprinkling of neutro- 
phils and eosinophils. The reaction did not 


_ spread beyond the limiting plate. The second 


change, a patchy one, was an accumulation of 
bile in parenchymal cells, bile canaliculi, and 
Kupffer cells, The canaliculi stood out clearly 
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in these areas. The interlobular bile ducts were 
not dilated; indeed they were often difficult to 
see. There was no fibrosis. 

Another section of liver, including Glisson’s 
capsule, was obtained later. This specimen was 
considerably disrupted by intrahepatic heemor- 
rhage. However, -the better preserved areas 
showed a marked increase in the cholestasis 
described above, while the inflammatory reaction 


€ 


few neutrophils. (H. & E. 200 x.) 


in the portal tracts was only slightly increased. 
The lymphatics and portal vein branches were 
dilated. The parenchymal cells showed a definite 
decrease in glycogen content. At autopsy on 
this patient there was no sign of obstruction of 














TABLE III. 
LABORATORY FINDINGS 
No. of 

Determination Maximum values (range) patients 
Alk. phosphatase... . 20- 74 K.A. units 7 
Total bilirubin...... 3.52- 40 mg. % 7 
Cholesterol......... 250- 903 mg. % 6 
Total protein....... 6.18 - 7.93 g. % 6 
Bee 4.79 - 5.86 g. % 6 
NN iii 5. nk ieee 1.39 - 2.07 g. % 6 
Cephalin cholesterol 

flocculation....... 0- + ae 
Thymol turbidity. . . 0-10.2 8 
Thymol flocculation . 0 8 





Fig. 3.—Portal tract showing mild inflammatory exudate, mostly lymphocytes, but with a 
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the extrahepatic or intrahepatic bile passages, 
nor were there gallstones. 

These changes are remarkably similar to those 
described by Hanger and Gutman" as occurring 
in postarsphenamine jaundice. Intralobular 
cholestasis also occurs in some patients with 
hepatitis associated with methyltestosterone 
therapy,’* ‘7 but the cholangiolitis described 
above is not a feature. 





DIscussioON 

Throughout the course of the above study we 
were impressed by the alteration in the serum 
alkaline phosphatase determinations in the 
patients who developed jaundice, Because of 
these observations, a plan of assessing patients 
who were receiving chlorpromazine was devised. 
The programme consisted of serial determina- 
tions of the alkaline phosphatase at regular inter- 
vals varying from three times a week to weekly. 
Whenever the serum alkaline phosphatase level 
showed a significant elevation, chlorpromazine 
was discontinued. In these patients subsequent 
determinations of the alkaline phosphatase 
showed a fall towards initial values. 

Fig, 4 depicts the pattern of the alkaline phos- 
phatase changes in those patients in whom this 
abnormality occurred. They represent seven 
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patients of a group of 70 treated over a period 
of 5 months, It is apparent that the increase in 
phosphatase concentration occurred between the 
9th and 19th days of therapy. In five patients 
chlorpromazine was discontinued when the 
alkaline phosphatase was first noted to be in- 
creased, and no other manifestations of deranged 
hepatic function developed subsequently. How- 
ever, jaundice developed in two patients, 6. and 
7 days respectively after the initial elevation 


ALKALINE 


PHOSPHATASE 


KING ARMSTRONG 
UNITS/100 ML. 


ho= 1s UPPER 
LIMIT OF NORMAL 
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Fig. 4.—Elevation of the concentration of serum alkaline 
phosphatase in 7 patients of a group of 70 receiving 
chlorpromazine. 


30 35 





of alkaline phosphatase level, when the therapy 
was continued. Admittedly, this is a small num- 
ber of patients from which to draw any con- 
clusions, but for the present this programme is 
offered as a possible means of reeognizing the 
earliest manifestations of liver damage. Appar- 
ently if the drug is discontinued when the alka- 
line phosphatase level is first found to be 
elevated, further disturbance in hepatic function 
can be avoided. 

In a subsequent group of 100 patients 
treated with chlorpromazine the alkaline phos- 
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phatase was determined serially and the drug 
discontinued when the concentration exceeded 
normal, In this group only one patient developed 
jaundice. 

If further experience substantiates the value 
of this method of early detection of hepatic 
damage, the alkaline phosphatase may have to 
be determined only during the first month of 
chlorpromazine therapy. 

Treatment.—The general principles of treat- 
ment of hepatic disease have been followed for 
the majority of patients reported here, Complete 
bed rest was difficult to obtain because of the 
associated psychiatric symptoms and mild nature 
of the hepatitis, The diet was high in calories, 
protein and carbohydrate, and low in fat. It was 
supplemented by vitamin B complex and vitamin 
C; vitamin K was added when indicated. Pruritus 
in one case was controlled by 1% Calmitol in 
pate d’eau, but in most of the patients calamine 
lotion was adequate. In those patients who were 
extremely agitated the lack of bed rest did not 
seem to affect the course of the disease. 


SUMMARY 


Of 170 patients treated with chlorpromazine, 
eight developed jaundice. The icterus was not 
of the usual hepatocellular type but appeared to 
be due to obstruction of the intrahepatic biliary 
tract. 

Clinically the onset was that of an acute 
gastroenteritis which persisted for several days. 
Painless jaundice developed 16-21 days after 
starting therapy. Hepatomegaly and _ pruritus 
were common findings. The biochemical findings 
were characterized by hyperbilirubinzmia, 
hyperphosphataseemia, hypercholesterolzmia, 
and negative sero-flocculation reactions. 

Liver biopsy in one case revealed histological 
features of a progressive intralobular biliary 
stasis, with a non-suppurative cholangiolitis. 
There was no significant change in the paren- 
chymal cells. 

The therapy followed was that in use generally 
for infectious hepatitis. Except for one death as 


a complication of liver biopsy, all the patients -- 


eventually recovered. 

A method of supervising the administration of 
the drug is suggested with the object of reducing 
the frequency of toxic hepatitis. 
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SOME EXPERIENCE WITH 
THE ANTICOAGULANT 
CYCLOCUMAROL* 


LAUDER BRUNTON, M.D., 
LOUIS LOWENSTEIN, M.D. and 
LORNE SHAPIRO, M.D., Montreal 


THIS PAPER DESCRIBES the experience gained in 
the use of cyclocumarol (Cumopyrant), a deriva- 
tive of 4-hydroxycoumarin, in the management 
of 160 patients placed on anticoagulant therapy 
in the Royal Victoria Hospital. The drug has 
been used over a peri6d of nine months, both 
alone and in combination with other anti- 
coagulants. | 

As yet there is no known ideal anticoagulant. 
All the compounds in clinical use require fre- 
quent laboratory tests carried out under care- 
fully controlled conditions. The limitations im- 
posed on the use of these drugs have stimulated 
continued search for better ones, but in the 
meantime it is important to use one which has a 
reasonably predictable effect and few complica- 
tions. In spite of the favourable reports on cyclo- 
cumarol' ? it has been little used in this country. 


METHOpsS 


This study includes all patients referred to the 
Hematology Service for anticoagulant therapy; 
no special selection of cases has been made. The 
majority of patients suffered from myocardial 
infarction or venous thrombosis. In most cases 
cyclocumarol alone was used, and given in a 
single oral dose daily. When a very rapid anti- 
coagulant effect was desired, it was combined 


*From the Hematology Service, Department of Medicine, 
Royal Victoria Hospital, Montreal. 

This work was aided by the generosity of , Mr. Neil 
Phillips and Mr. James Brierley. 

yCumopyran supplied through the courtesy of Dr. C. H. 
Berryman, Abbott Laboratories. 
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with heparin or intravenous Warfarin in the fol- 
lowing manner. 

1. Heparin, given by intermittent intravenous 
injection, was started simultaneously with the 
first dose of cyclocumarol and continued until 
the prothrombin complex concentration had 
fallen to a therapeutic level. The dosage of the 
cyclocumarol was continued without regard to 
the heparin. 

2. Warfarin, given intravenously in a single 
dose, was allowed to act alone for three to four 
days until the effect had begun to wear off, when 
treatment was switched to cyclocumarol in 
maintenance doses. 

Prothrombin time was determined by the one- 
stage method of Quick. Commercial thrombo- 
plastin manufactured by Difco was used and 
standardized by dilution curves using BaSQO, 
adsorbed pooled plasma.’ In each case the pro- 
thrombin time was measured daily at the outset, 
and the dose of anticoagulant was varied from 
day to day, depending both on the absolute pro- 
thrombin time and on any marked change over 
the preceding few days. 

As each patient’s condition became stabilized 
on a certain dose, the frequency of prothrombin 
determinations could be reduced. By the time 
a patient was ready for discharge from hospital, 
the case could usually be managed with one 
prothrombin determination weekly. 


RESULTS 


Response to initial dose.—In the majority of 
cases an initial dose of 150 mg. was used 
routinely, but this was reduced in the type of 
case known to be unusually sensitive.* A second 
dose of 50 mg. was given the next day except 
in those cases in which there had been a well- 
marked response to the first dose. The response 
to a standard dose was found to be remarkably 
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consistent. Cyclocumarol alone was used to 
initiate therapy in 142 cases; the rapidity of 
action is shown in Table I, and compared with 
the action of dicoumarol in 178 cases. 

The onset of therapeutic effect is defined as 
the length of time it took to reach a prothrombic 
concentration of 33% or less. 














TABLE I. 
RESPONSE TO INITIAL DosE 

Onset of Percentage te 
therapeutic effect Dicoumarol "yclocumarol 
See ener ore 8 30.3 
Se eee 42 52.1 

WING. URES iiss ba caren 26 11.3 

4 or more days........ 24 6.3 





Thus at the end of 48 hours cyclocumarol had 
produced a therapeutic effect in 82.4% of cases, 
while only 50% had responded to dicoumarol. 
In a few cases an initial dose of 200 mg. was 
used. This increase in the dosage did not hasten 
the onset of therapeutic effect. 

Maintenance therapy—The same _ individual 
variation in sensitivity to cyclocumarol is found 
as with all other drugs of the 4-hydroxycoumarin 
group, and the maintenance dose must be de- 
termined by the response of each patient. It was 
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noted, however, that patients who received a 
second course of this anticoagulant responded 
in the same way as during the initial course. 

The average daily dose needed to maintain a 
therapeutic level in this series, varied from 12.5 
mg. to 50 mg., prescribed in multiples of 
12.5 mg. (Figs. 1-3). It was found that small 
daily doses produced a smoother action than 
larger doses with omission of the drug on some 
days. Cyclocumarol is a potent drug, and it was 
found that 36% of cases required an average 
daily dose of 12.5 mg. or less, while only 5% 
needed the maximum dose of 50 mg. The daily 
requirement of most cases varied from 12.5 
mg. to 37.5 mg. The latter dose was usually 
administered when the prothrombin complex 
concentration was increasing and in the region 
of 30%. 

The response of individual patients remained 
fairly constant over periods of one month or 
more, with only minor variation within the usual 
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limits of the maintenance dose..Out of a total of 
58 cases kept on therapy with cyclocumarol for 
more than one month, two became relatively 
resistant after two and three weeks respectively. 
Serious resistance to the drug was encountered 
in only one case in which prothrombic complex 
concentration fell to the therapeutic range only 
after daily dosage of 50 to 100 mg. was given 
Over a period of two weeks. This patient was 
also resistant to other drugs (Fig. 4). 

The drug is long-acting, and following cessa- 
tion of therapy the prothrombin time returned 
to normal in 8 to 10 days. In two cases, single 
doses of 150 mg. were given to healthy males 
with return to normal on the 7th and 8th days 
respectively. This prolonged action is ad- 
vantageous because it produces a smoother 
effect than can be obtained with the use of short- 
acting anticoagulants. In the latter, considerable 
swings in the prothrombin time may occur from 
day to day. The long-acting anticoagulant is also 
superior in that there is a gradual decrease in 
effect for one week to ten days after stopping 
treatment. This not only extends the period of 
effective treatment, but also minimizes the possi- 
bility of overswing and recurrent thromboses. 

Two cases which were resistant to other drugs, 
one to dicoumarol and one to Tromexan, were 
rapidly brought under control with average 
doses of cyclocumarol. 


Toxicity AND CONTROL OF OVERDOSAGE 


On the dosage described above, a tendency to 
excessive hypoprothrombinzmia occurred in 
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some cases, usually between the third and fifth 
days. This finding has been reported by others.' 
A prothrombic concentration of less than 10% 
occurred in 30% of patients and varied in degree 
as follows: 24% had a minimum concentration 
of 5 to 9%, 6% had a minimum concentration 
below 5%. The effect was usually transient and 
easily controlled. In most cases omission of the 
drug for a day or two was sufficient to bring the 
patient under proper control. 

There were four cases of bleeding attributable 
to the effect of the drug as follows: 


Prothrombic 


Type of bleeding concentration 





Heematoma in thigh 
Rectal bleeding 
Recta! bleeding 
Massive hematuria 


The last patient had uremia and was acci- 
dentally overdosed. The incidence of hamor- 
rhagic complications was 2.5%, which can be 
compared with an incidence of 5.4% in 275 cases 
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treated with dicoumarol at the Royal Victoria 
Hospital.* 

When necessary, excessive hypoprothrombin- 
zemia was controlled by the use of vitamin K, 
emulsion*® intravenously. This preparation was 
found to be greatly superior to the water-soluble 
ones in its speed of action. 


Seven of the cases with a prothrombic con- 
centration of less than 5% were given vitamin 
K, emulsion in doses approximating 2 to 3 mg., 
and in every instance the prothrombin time was 
brought within the therapeutic range in less 
than 24 hours. No resistance developed to further 
therapy. 

Unfortunately it was impossible to be certain 
of the accuracy of these small doses, because the 
preparation is dispensed in a concentration of 
50 mg. per c.c. and cannot be safely diluted. 
Doses of the above order, however, are sufficient 
since larger amounts do not act any more rapidly 
but produce excessive shortening of the pro- 
thrombin time and cause resistance to further 
therapy. 


DISCUSSION 


Previous work with cyclocumarol has demon- 
strated that the drug is an excellent anti- 
coagulant. Battle et al.,* working with dogs, 
found that the degree of anticoagulant action 
could be greater and its duration longer than 
that of dicoumarol, without the appearance 
of hemorrhagic manifestations. The micro- 
scopical findings in dogs given lethal doses 
of cyclocumarol, in contradistinction to dicou- 
marol, did not reveal evidence of toxic lesions 
in the small vessels. Clinical evaluation was 
carried out by Barker et al.’ and by Rotter and 
Meyer.” These authors found cyclocumarol to be 
a potent drug which was effectual in one-half to 
two-thirds the dose of dicoumarol. Cyclocumarol 
produced a more consistent initial response and 
the onset of a therapeutic level was more rapid. 
Once the therapeutic level was obtained the 
effect was smoother and a therapeutic range was 
easier to maintain. There were fewer resistant 
cases and in both series patients who were re- 
sistant to other anticoagulants responded satis- 
factorily to cyclocumarol. Hemorrhagic compli- 
cations were fewer than with dicoumarol. An 


*Mephyton supplied through the courtesy of Dr. J. H. 
Laurie of Merck & Co. Limited. 


{Since the submission of this paper, Merck & Co. have 
supplied ampoules of 5 mg. per c.c. 
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excessive hypoprothrombinzemia occurred in 
about 20% of cases during the first few days, but 
this did not differ from the effects of dicoumarol 
and Tromexan. 

The data presented in this series confirm these 
findings and suggest that cyclocumarol is one of 
the safest and best anticoagulants available to 
date. In the majority of cases no other drug is 
required, but in emergencies a single injection of 
Warfarin intravenously or the use of heparin for 
12 to 18 hours is all the additional treatment 
needed. 


SUMMARY 


1. The anticoagulant cyclocumarol was used 
in the treatment of 160 patients with thrombo- 
embolic disease and the results are reported. 

2. Cyclocumarol produces a rapid initial effect, 
a smooth and prolonged action and a low in- 
cidence of hemorrhagic complications. 

These findings, together with the rapid anti- 
dotal effect of small doses of vitamin K, 
emulsion, permit the conclusion that cyclo- 
cumarol is one of the safest and best of the 
4-hydroxycoumarin group of anticoagulants 
available to date. 
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PREVENTING NEUROSES 


“According to certain fashionable hypotheses nothing 
could be easier than the prevention of neurosis or even 
psychosis by the proper upbringing of children, educa- 
tion of mothers in the principles of motherly care, closer 
family ties and household coherence. After my travels 
to India two years ago where I found inner coherence 
and love in the family exceeding by far any ideal painted 
by certain writers, but nevertheless a good proportion of 
neurosis of all types, both among adults and children, - 
I became somewhat doubtful of these doctrines. How- 
ever, the supposed influence of Western civilization on 
psychiatric illness, the hypothesis of the critical years in 
child development, the environmental contributory 
factors, undoubtedly present even in such a mainly 
constitutional illness as schizophrenia, deserve fresh study 
and assessment in a setting in which research is com- 
bined with remedial treatment.”—W. Mayer-Gross, Proc. 
Roy. Soc. Med., 48: 223, 1955. 
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ANGINAL SYNDROMES 


D. M. BALTZAN, F.R.C.P.[C.], 
Saskatoon, Sask. 


THE DIAGNOSIS of coronary disease can be 
confirmed only by the pathologist. In the living 
person the diagnosis involves interpretation of 
characteristic symptom complexes, the outstand- 
ing feature of which is chest pain. Although in 
clinical usage the term angina pectoris, which 


means paroxysmal chest pain, is restricted to’ 


pain due to coronary disease, this limitation is 
inaccurate; coronary disease can occur without 
pain and there can be heart pain without coro- 
nary disease. There are other facets to the symp- 
tom complex of angina pectoris. Since there are 
varying shades of symptoms and signs, there are 
different anginal syndromes portraying cor- 
responding grades of pathology. 

The issue in diagnosis is whether the chest 
pain or substitute manifestation is cardiogenic. 
Both cardiogenesis and pathogenesis are clini- 
cally predictable with reasonable accuracy. The 
consensus is that myocardial anoxia produces 
heart pain. The foremost cause is a defective 
blood supply to the myocardium. Secondly, 
damage to the myocardium may result in in- 
adequate utilization of available oxygen. 
Thirdly, there may be insufficient oxygen in the 
general circulation as a result of extrinsic and 
intrinsic causes, including oxygen apnnnemee, 
for example by carbon monoxide. 

In the diagnosis of coronary disease pain is the 
predominant feature. As an indication of myo- 
cardial disease, pain is relatively insignificant; 
there are more reliable objective signs. The 
onset, type, location and radiation of the chest 
pain are important. On this subjective evidence 
alone a correct diagnosis of coronary disease 
can be made. Indeed there may be nothing else 
to depend upon. The response to nitroglycerin 
and the findings of electrocardiography are not 
always free from misinterpretation. When these 
aids are in agreement, the diagnosis is corrobo- 
rated. The electrocardiogram can be helpful in 
exposing concealed disease, and a casual electro- 
cardiogram tracing may disclose unexpected 
evidence. More questioning afterwards will sup- 
ply the missing chapter in the history. The im- 
portance of obtaining a complete history is 
obvious; in no other circumstance do we ques- 
tion a patient more closely than about*the dis- 
tinguishing features of the pain in the chest. 
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Paroxysmal dyspnoea is a substitute for pain 
in the chest in some instances of impoverished 
coronary blood flow. In other instances the pain 
is more pronounced centrifugally; in the hand, 
the neck, or the shoulder. In still others the pain 
begins distally and radiates inversely or centri- 
petally. In one instance I hit upon the diagnosis 
only after several interviews when I listened 
more patiently to the story of the headaches; 
they were centripetal pains produced upon in- 
duction of coronary insufficiency through exer- 
tion. The incidence of aberrant symptoms due to 
coronary disease should not be overestimated. 
The incidence in our experience is far less than 
that shown by the current trend, which is to 
make a diagnosis of coronary disease more often 
than is clinically justifiable. Extreme anxiety to 
include the possibility of coronary disease in the 
differential diagnosis breeds fear of its exclusion. 
It is harmful to inflict an unproved diagnosis of 
this gravity on anyone when the chances of 
missing an elusive diagnosis are relatively 
small. 

The original model for sorting out the anginal 
syndromes was published in 1934.1 Some devia- 
tions have been necessary but no serious de- 
partures from the main theme have been made 
(Table I). 


POTENTIAL ANGINA 


Pattern 1: Potential angina pectoris is not yet 
clinical angina pectoris. | 

Patients with hypertension, long-standing dia- 
betes, retinal hemorrhages, kidney disease, 
obesity, and atherosclerosis (although it is highly 
selective in its location) are potential candidates. 
All these circumstances alert the examiner, but 
the patient may not yet overtly suffer from 
angina pectoris. Even well-marked coronary 
sclerosis may exist without signs of coronary 
disease if the coronary blood flow is augmented 
by an adequate collateral anastomotic circula- 
tion. At autopsy one sees other immediate causes 
of death although the extent of the coronary 
sclerosis would seem the more logical killer. If 
there are no symptoms the diagnosis of coronary 
disease remains suspect; some of these patients 
live long and well. Exercise tolerance tests or 
other provocations in older patients or in pa- 
tients with some of the aforementioned stig- 
mata are unnecessary to confirm an expected 
latent, silent, potential failure of coronary 
competency. These tests are necessary only in 
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TABLE I. 
ANGINAL SYNDROMES 

Clinical types Clinical identity Clinical symbols Basic fault 

(a) Coronary 

1. Potential! angina Sine dolore Collateral pathology Compensated coronary blood 
(Silent coronary) k flow 

2. Angina pectoris vera Angina of effort ; Standstill Impaired coronary blood flow 
(pain up to 10 minutes) on demand 

3. Angina pectorisinsufficiens Angina of stress Smothering Retarded coronary blood flow 

a (pain up to 4% hour) plus critical phases 
hronic 

4. Angina pectorisinfarctus Angina of recumbency Shock Occluded coronary blood flow 
(pain up to 1 hour plus) 

(6) Myocardial 

5. Angina pectoris simplex Angina of oppression Fatigue Myocardial deficiency 


(precordial ache) 
« inghin peckilie aiihilans - Angjua of hypeedl 
‘ na ris similans gina o ralgesia 
ee “Intact” heart 


Inframammary location 


Other sources 
Non-cardiac 





the absence of all evidence pointing in that 
direction. 

One does not tell old people that they have 
hardening of the arteries, and one does not tell 
people with these stigmata of the impending 
threat associated with unconfirmed or unmolest- 
ing coronary disease, so long as well-compen- 
sated cardiac dynamics exist. If there is a failing 
heart, failing kidneys, failing eyesight, un- 
regulated diabetes, or obesity, treatment is 
directed accordingly. Coronary sclerosis with- 
out known impediment to coronary blocd flow is 
without signs. It is a potential threat, it is sine 
dolore and it is predictable on the basis of co- 
existing predisposing pathological states. More. 
direct signs of menace place the diagnosis in 
another category. 


ANGINA VERA 


Pattern 2: Angina pectoris vera means exactly 
what Heberden described in 1768. 

It is still a mystery why the disease also oc- 
curs in a minority whose coronary arteries are 
healthy. The reasons for the abnormal behaviour 
of normal coronary arteries remain obscure. In 
the majority a variable degree of abnormality of 
the coronary vessels is the rule. The pain is 
brought on by physical exertion, emotional anxi- 
ety, exposure to cold air, and reflex action as in 
stomach distension. It is substernal and not pre- 
cordial and frequently radiates along the well- 
known pathways. The duration is not more than 
ten minutes. Anything longer than ten minutes 
places the event outside this clinico-pathological 
group. When seized with this pain or substitute, 
the patient automatically stops in his tracks. He 
then proceeds unmolested until the effort de- 


mands more blood supply to the myocardium 
than is furnished, and again there comes a halt. 
Angor animi or the feeling of impending dis- 
solution does not appear to be so prevalent be- 
cause more people present themselves for 
examination upon the earliest suspicion. 

The diagnosis must frequently be made on the 
history alone. If the pain is relieved by a tablet 
of nitroglycerin grain 1/100 sublingually, the 
diagnosis is fairly certain. Drug action does not 
always confirm the diagnosis because of the re- 
laxant effect on other smooth muscle. If the drug 
unexpectedly fails, one should try the parenteral 
preparation in the same dosage sublingually. 


If the diagnosis is inconclusive it is better to 
say so than to give a presumptive diagnosis. 
With more time and repeated examinations the 
diagnosis could be made with certainty. 

From the prognostic point of view a general 
diagnosis of angina pectoris is unfair because 
there are mild, severe and critical grades. Some 
patients have been known to live and suffer 
mildly for 25 years or more. In rare cases the 
seizures disappear entirely. A business man in 
whom the diagnosis had been confirmed by 
others elsewhere and who had been given a bad 
prognosis at a distant reputable clinic rushed 
back in despair with only one gleam of hope 
because we had originally taken a much less | 
gloomy view of his future. Ironically, now that 
he has been entirely free of anginal attacks for 
eight years he feels that everybody was wrong. 


ANGINA INSUFFICIENS 


Pattern 3: It soon appeared that there was an 
intermediary. grade between the éxtremes of 
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angina pectoris vera and acute coronary oc- 
clusion. This intermediate grade manifests itself 
in both acute and chronic forms. 

In the acute phase, seizures of agonizing sub- 
sternal pain last upwards of one-half hour and 
produce abnormal electrocardiographic patterns 
which revert to normal in 24 hours. The pain is 
accompanied by a good deal of gasping for air 
or smothering. There is no enforced standstill 
as in angina pectoris vera. Rest alone does not 


afford relief nor does nitroglycerin have a- 


dramatic effect. Alcohol has an attenuating 
effect. Fresh air or oxygen is beneficial. Mor- 
phine or Demerol helps almost immediately. Un- 
like angina pectoris vera, the patient does not 
attempt to carry on when relief comes; he feels 
sick for a day or a week, or longer. Shock is not 
a prominent feature. The blood pressure does 
not decline and it may even be raised at the 
start. Leukocytosis, fever and a rise in sedi- 
mentation rate do not follow. The acute attack 
resembles an impending coronary occlusion. 
Serial electrocardiograms show typical ST and 
T changes of the type associated with acute 
myocardial ischemia and not of injury and 
necrosis. Small intramural hemorrhages play an 
important role in the narrowing of a coronary 
vessel in a focal area. The bulge into the lumen 
acts like a stricture of the vessel. Resorption and 
reorganization leave scars in the vessel wall. 


In the chronic form, the retarded blood flow 
and perpetual ischemia and hypoxia cause myo- 
cardial damage. Patients in this group are usu- 
ally guarded in their activities. Because of this 
instinctive inhibition they are less often caught 
with a seizure on the street or during strenuous 
work. Usually it is some inner stress that tips the 
scales. They are more often seized by an attack 
in the office or at home in the evenings. Electro- 
cardiograms always show ST and T changes and 
are often reported with the comment “com- 
patible with coronary insufficiency.” Acute 
episodes keep recurring. Then something more 
catastrophic may happen or congestive heart 
failure intrudes and for reasons which cannot 
be explained the critical attacks disappear. 
Dyspnoea then monopolizes the clinical picture. 


ANGINA INFARCTUS 


Pattern 4: In an acute coronary occlusion the 
patient is suddenly seized with an unrelenting 
cutting paim substernally and he is found tossing 
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about in bed, sitting on the edge of the bed or 
going to and coming from the bathroom. Oddly, 
the attacks occur so often in bed that angina of 
recumbency and angina decubitus have become 
synonymous terms. 


The distress is extreme and shock soon de- 
velops. Morphine is required quickly and in 
large quantities even before one is entirely sure 
of the precise diagnosis. When the effects of the 
morphine wear off, there is more pain and more 
sedation is needed. Within 24 hours there is 
leukocytosis, fever and a rise in erythrocyte 
sedimentation rate, a marked drop in blood 
pressure, and_ typical  electrocardiographic 
changes indicative of myocardial injury and 
necrosis. The detection of a pericardial friction 
rub is a lost art. In the immediate aftermath 
heavy smokers are often surprised to find a loss 
in taste and craving for tobacco. 

Recovery is threatened by several possible 
complications: arrhythmias, notably ventricular 
tachycardia, embolism, myomalacia, ventricular 
aneurysm and rupture of the infarcted area. 

The mitigating features are the smallness of 
the area of infarction, the low degree of shock 
and the presence of a ready-made capillary 
collateral. circulation. Complete recovery and 
restoration to normal activities is not infrequent. 
If restoration is incomplete the subsequent clini- 
cal course is in the reverse order of severity; 
these patients remain victims either of acute and 
chronic coronary insufficiency or subjects of 
angina pectoris vera. 

Statistically, one-third of all sudden natural 
deaths are due to heart disease. Of these, only 
a minority (about 11%) are due to recent 
coronary thrombosis and even fewer (5%) are 
due to ensuing rupture of the heart.? The battle 
of the occlusions in all its ferocity promises more 
victories than defeats. 


ANGINA SIMPLEX 


Pattern 5: The other major source of heart 
pain, which is less dramatic, is a damaged or 
burdened myocardium. 

The pain is precordial and not substernal. 
There is a sense of oppression in the precordial 
region. The same complaint is even more fre- 
quently heard from neurotic persons, but it is 
not too difficult to separate the gold from the 
dross. The heart is blamed only if disease of the 
myocardium is discovered. Clinical signs more 
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dependable than pain help in the diagnosis. 
Rheumatic heart disease, syphilitic heart disease, 
cardiac hypertrophy and dilation, embarrass- 
ment due to congenital anomalies and pulmo- 
nary hypertension in Ayerza’s disease, chronic 
cor pulmonale and emphysema can all cause 
precordial pain. 

If the myocardium is functionally inadequate 
or riddled with fibrotic patches there can be 
genuine heart pain. Pain emanating from a 
damaged myocardium may be attributed to in- 
adequate oxygenation, the effect of toxic meta- 
bolites and the mere impact of a hypertrophied 
heart on the chest. Myocardial pain is precordial 
and oppressive in character, not episodic; it is 
felt more after the day’s work and when energy 
is sapped. In frank cardiac decompensation 
other signs supersede. 


If the cause is anoxia from anzemia, the effect 
of altitude (aeroplanes, mountains) or emotional 
state (exaltation, depression), correction of these 
factors exonerates the myocardium. Pain can be 
caused by benign arrhythmias and even par- 
oxysmal auricular fibrillation occurring in struc- 
turally intact hearts. Control of these events 
leaves the heart muscle blameless. Beri-beri and 
thyropathic hearts are middle-of-the-road cardio- 
pathies—both are reversible. 

When heart disease is not proved the patient 
is informed in no uncertain terms. How closely 
the heart is linked with the thought of life and 
death and with our emotional life is shown by 
many expressions encountered in all languages. 
The Oxford Dictionary lists thirty different uses 
of the word “heart,” as in big-hearted, faint- 
hearted, and heartbroken. These are not neg- 
ligible figures of speech. Their significance leads 
us into another realm of medicine. 


ANGINA SIMILANS 


Pattern 6: This symptom complex frequently 
simulates heart pain. The premise of cardiogenic 
origin can be confidently eliminated even if the 
precise cause is not clear. 


A classical common chest pain is the left in- 
framammary variety. If the patient quickly clasps 
his hand to the left inframammarv region when 
asked where the pain is felt, examination will 
almost certainly prove that the pain is not 
caused by heart disease. In pointing out the 
location of chest pain, the patient is asked to use 
his finger and not the hand. If hyperzesthesia is 





BALTZAN: ANGINAL SYNDROMES 399 


elicited in the area, it is even more likely that 
extracardiac structures are the cause of the pain. 
The same applies to the supracardiac area. 
(Here we are poaching on the territory of the 
network of the spread of pain from the cardiac 
plexus.) When tenderness is conspicuous in this 
region, it is quite probable that the pectoral 
muscles or fascia are involved in their own 
brand of fibromyositis. If twisting, bending and 
reaching and not walking or hurrying aggravate 
the pain, which is usually said to be “present all 
the time,” it is almost certain that the thoracic 
cage, the pleura, the spine, a hiatus hernia or 
other extracardiac cause is to blame. Pain is fre- 
quently a prominent feature in acute pericarditis 
and in a dissecting aneurysm. These are distinc- 
tive clinical entities. Similarly, the sensitive 
person, the obsessed individual, the neurotic 
person who pants for breath through hyper- 
ventilation, and the neurocirculatory instability 
type, all have give-away signs which expose 
their distinctive fundamental disorders. 


CONCLUSION 


Cardiogenic pain is either due to coronary 
disease or disease of the myocardium. What 
simulates heart pain is not to be mistaken for it. 
Coronary circulatory impairment manifests itself 
in the living by the distinctive clinical patterns 
Or symptom complexes described above. 
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.. . There are at least two major groups of liars—the 
fat liars and the skinny liars. The fat liars always say, 
“I have no explanation of this—but I get fat if I don’t eat 
a thing.” Some of you may remember Dr. Kepler’s com- 
ment to the woman who said, “It can’t possibly be 
related to what I eat as I have the appetite of a bird.” 
“That’s right,” said Kep, “a vulture.” The skinny liars 
make everybody the most angry. The skinny girl at the 
dinner party says, “Potatoes, please, and may I have 
gravy?” “Oh, you have both pie and ice cream. May I 
have my pie 4 la mode? I have no idea why it is I can 
eat so much and never gain.” And every stout 
the table is ready to wring her neck. Only those who are 
familiar with that girl know that she is lying. She doesn’t 
eat that way all the time. She hasn’t had anything but 
salad and coffee to eat for three days and yet at a 
dinner party she stages this great show. It.is true, of 
course, and all of you have observed, too, that our 
skinny friends go through a tremendous number of use- 
less, purposeless movements which accomplish nothin 
but the burning up of an unbelievable number o 
calories and keep these friends reasonably slim.—Rynear- 
son, E. H., Proc. Staff Meet. Mayo Clin., 30: 237, 1955. 
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Case Reports 


LISTERIOSIS IN MAN* 
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JOAN CROSBY, M.D., C.M., and 
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LisTERIOSIS is an infectious disease occurring , 


sporadically in animals and man and is due to 
Listeria monocytogenes. The organism was first 
isolated by Murray, Webb and Swann! in 1924 
from an epizootic among laboratory animals. 
Since then, L. monocytogenes has been demon- 
strated as the etiological agent of disease in at 
least 27 species of animals in as many different 
countries.’ Listeria infection in man usually is 
seen as a meningo-encephalitis, and in rare in- 
stances the organism has been isolated from the 
blood of patients with infectious mononucleosis.’ 
The relationship of L. monocytogenes to the lat- 
ter is a dubious one, as shown in a recent review 
by Girard and Murray.‘ 

L. monocytogenes has been isolated from a 
wide variety of animal hosts in Canada, including 
cattle, sheep, goat, canary, snowy owl, fowl, rat, 
guinea pig, chinchilla and lemming in Quebec, 
Ontario, Saskatchewan, Alberta and the Arctic.® 
Human listeriosis is comparatively rare, as shown 
by the recent reviews of Kaplan,®° Binder’ and 
Girard and Murray.‘ L. monocytogenes in Can- 
ada was first isolated by Stoot® in 1951, from an 
infant with fatal meningitis. Since then cases have 
been reported by Allin and Kemper,’ Johnston 


et al.!° and Roy." Two of these human cases were. 


in Quebec, nine in Ontario, and one in British 
Columbia.’ During the same period seven new 
cases of human listeriosis have been reported 
from the United States.” '*-1* 

Three additional cases in Canada are reported 
here. 


CasE 1 


D.J.S., a 14-year-old white male, was admitted to the 
Halifax Children’s Hospital on February 22, 1954, with 
a history of head cold for 7 days, headathe for 2 days, 
and vomiting, dizziness, neck = and abdominal 
cramps for 12 hours. Five days before admission he had 
received a blow over the right eye, without loss of con- 
sciousness. 


* From the Department of Bacteriology, Dalhousie Med- 
ical School; the Division of Laboratories, Noya Scotia 
Department of Public Health; and the Halifax Children’s 
Hospital. 

+Present address; Department of Bacteriology and Im- 
munology, McGill University, Montreal, Que. 
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He was a well-developed but under-nourished boy 
with severe acne of face and neck. He: was semi-con- 
scious and irritable, and had a stiff neck, positive Kernig 
and Brudzinski signs, tachycardia, and a temperature 
. 104.4° F. Other physical findings were within normal 
imits, 

Laboratory data._Hzmoglobin value was 109%, 
while cell count 16,650 per c.mm., of which 70% were 
peyeseepneeanne leukocytes, 16% juveniles, 10% 
ymphocytes and 2% eosinophils. Kahn, Wassermann and 
Volimer patch tests were negative. Urinalysis showed a 
trace of albumin, 3.5 red cells per high-power field, and 
some sulfonamide crystals. Heterophil antibody test was 
positive to 1 in 160 before and 1 in 80 after absorption 
with guinea-pig kidney. One week later the titre was 1 
in 80 both before and after absorption. 

Cerebrospinal fluid was cloudy with coagulum. Cell 
count was 5,856, of which 95% were polymorpho- 
nuclear leukocytes. Sugar content was 38 mg. %, pro- 
tein 210 mg. % and chlorides 660 mg. %. Direct 
smear revealed a few Gram-positive rods which grew on 
culture and were subsequently identified as Listeria 
monocytogenes. The culture was resistant to penicillin 
but sensitive to aureomycin, terramycin, streptomycin, 
chloramphenicol and erythromycin. Blood culture was 
negative and only one cerebrospinal fluid culture was 
positive. 

Course and treatment.—The patient was started on 
intravenous fluids and intravenous antibiotics imme- 
diately after obtaining blood and cerebrospinal fluid for 
culture. He received Soludiazine 3 grains (0.2 g.)/b. 
/day; 1,000,000 units of crystalline penicillin intra- 
venously at once and 500,000 units 4-hourly; 0.5 g. 
streptomycin twice a day. The high dosage of penicillin 
and Soludiazine was maintained for 48 hours, the patient 
remaining semi-conscious and irrational and still with a 
temperature of 102° F. At this point penicillin and 
streptomycin were discontinued. Intravenous terramycin 
2 g. a day and Soludiazine 2 grains/lb./day were ad- 
ministered. Two days later the temperature was 99° F., 
— normal, and the patient conscious and taking oral 
uids, After four days of this therapy improvement was 
rapid, appetite good and sensorium clear. 

Treatment was continued intravenously for eight days, 
then given orally. Vitamins B and C were given intra- 
venously at first, then orally. Cerebrospinal fluid was 
clear two weeks after admission and dicted 97 cells 
with sugar, protein and chloride level within normal 
limits. The white cell count dropped to normal limits 
with a slight lymphocytosis four days after admission. 

The patient was discharged after two weeks. On 
March 29 he returned to the outpatient department and 
was found to be normal and healthy. Heterophil antibody 
test on this date was negative. 


CasE 2 


Mrs. A.B., age 63. This patient had had virus pneu- 
monia in June 1954, following which she complained of 
loss of weight and strength, loss of appetite and gastric 
distress. There had been a low-grade fever for a month, 
with temperature rising to 101° F. every few days. ° 
Radiography on August 17 showed a non-functioning 
gallbladder, and on August 10 she was admitted to Yar- 
mouth General Hospital for observation and possible 
surgery. Physical examination revealed a few moist rales 
at both bases. Temperature was 100.4° F. 

Laboratory data.—On admission, blood for culture was 
taken aseptically into sterile trypticase soy broth and 
mailed to the Central Laboratory 200 miles away. A 
Gram-positive rod was isolated, and identified as Listeria 
monocytogenes, which was moderately sensitive to peni- 
cillin and sensitive to aureomycin, terramycin, tetra- 
cycline, erythromycin, streptomycin and  chloram- 
phenicol. ; 

On August 11 red cell count was 2,710,000, 
hemoglobin value 63%, white cell count 16,050 with 
85% polymorphonuclears. On August 16 these figures 
were 3,400,000, 72%, 14,850 and 91%. 
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Course and treatment.—Temperature varied from 99° 
to 101° F. The patient was given tour pints of blood and 
multivitamin tablets and put on a fat-free diet. Tetra- 
cycline 250 mg. was given orally 6-hourly from August 
14 to August 16 and crystalline penicillin G. 800,000 units 
twice a day intramuscularly trom August 16 to August 
22. The patient developed jaundice two days after admis- 
sion, Her condition grew steadily worse in hospital in 
spite of treatment and she died on August 23, two 
weeks after admission. At no time was there any evidence 
of meningeal involvement. 


CasE 3 


D.F.B., a 7-month-old white male, was admitted to 
the Halitax Children’s Hospital on February 2, 1955, 
with a history of fever, vomiting, drowsiness and irrit- 
ability for 48 hours previously. On admission, temperature 
was 104.4° F. and heart rate 100. There were no physical 
signs of meningitis. 

Laboratory data.—White cell count on admission was 
27,000 with 80% polymorphonuclears and 20% lympho- 
cytes. Lumbar puncture showed a cloudy cerebrospinal 
fluid under pressure of 200 mm. Cell count was 100, 
mostly polymorphonuclears. Sugar level was 48 mg. %, 
protein 70 mg. % and chlorides 121 mg. A few Gram- 
positive rods were observed on microscopical examina- 
tion of the direct smear. These grew on culture and were 
at once tentatively identified as Listeria monocytogenes, 
and later proved to be so. The strain was resistant to 
penicillin and sulfadiazine but sensitive to aureomycin, 
terramycin, erythromycin, streptomycin, chloramphenicol 
and combined penicillin-streptomycin. 

Course and treatment.—Intravenous therapy was started 
immediately with 500,000 units crystalline penicillin 4- 
hourly and 1.5 ml. Soludiazine 4-hourly. Streptomycin 
0.25 g. was administered intramuscularly twice a day. 
Soludiazine was discontinued after 48 hours. Penicillin 
and streptomycin were continued until February 16, a 
total of 13 days. On this date aureomycin 50 mg. 6- 
hourly was started and continued for eight days. Tem- 
perature after 48 hours was 100° F., rose to 104° briefly 
on the 4th day and remained normal thereafter. On 
February 5 cerebrospinal fluid showed 80% cells made 
up of 50% each of polymorphonuclears and lymphocytes. 
Gram-positive rods were seen but.culture was negative. 
White cell count on February 7 was 9,000. The patient 
continued to improve. Cerebrospinal fluid was-normal in 
all respects on February 14 and 22. The heterophil anti- 
bady titre on February 18 was 1 in 160 before and nil 
after absorption with guinea-pig kidney and beef erythro- 
cytes. The patient was discharged completely cured on 
February 24. 

Characteristics of the organisms.—The organisms were 
Gram-positive rods, about 0.5 by 2-3 microns. Young 
broth cultures showed a characteristic sluggish tumblin 
motility. Colonies on blood agar were cael smooth an 
low convex with an entire margin, weakly beta-hzemolytic 
and slightly greenish-yellow in colour when viewed 
under the stereoscopic microscope with reflected light. 
After 48 hours’ incubation they became flattened with 
fimbriate margin. None of the strains, grew on SS or 
MacConkey agar, although all grew on nutrient agar and 
tellurite agar. 

Acid without gas was produced from dextrin, dextrose, 
galactose, lactose, levulose, maltose, mannose, rhamnose, 
salicin, sucrose and trehalose by all strains. Adonitol, ara- 
binose, dulcitol, inositol, inulin, mannitol, raffinose, sorbitol 
and xylose were not fermented. All three strains gave a 
positive methyl red test, and negative tests for indole, 
H.S, acetylmethylcarbinol, gelatin liquefaction, citrate 
utilization and urea decomposition. 

All three strains were pathogenic for laboratory 
animals. Mice inoculated intraperitoneally with 0.1 ml. 
of 18-hour broth culture died in 96 hours; 0.5 ml. killed 
in 36 hours. In all cases L. monocytogenes was recovered 
from heart blood at post mortem, and liver and spleen 
showed multiple minute areas of necrosis. Rabbits given 
0.1 ml. of broth culture intravenously died in .96 hours 
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and showed slight to definite monocytosis. A single dro 

of broth culture instilled into the conjunctiva of a norma 
healthy rabbit produced severe granular conjunctivitis 
and keratitis, particularly with strain D.F.B. L. mono- 
cytogenes was isolated from the conjunctiva a week later. 


DIscussION 


Human infections due to L. monocytogenes 
have been reported with increasing frequency 
during the past five years, The occurrence of 15 
cases in Canada since 1951 may indicate either 
increasing incidence of such infections, or an in- 
creasing awareness of them by bacteriologists. 
Murray’ states, “A shrewd suspicion may be 
awakened by awareness of prevailing recognized 
cases but the actual diagnosis depends upon the 
alertness of the bacteriologist. Absolute depend- 
ence can only be placed on the isolation and 
identification of the organism.” It is all too easy 
in a busy laboratory to label a Gram-positive rod 
in cerebrospinal fluid as a contaminating diph- 
theroid. 

The first and third cases present characteristic 
examples of Listeria meningitis, which of course 
is similar to other forms of purulent meningitis. 
The positive heterophil test in Case 1 is of 
some interest in view of the relationship once 
believed to exist between this organism and in- 
fectious mononucleosis. Girard and Murray,‘ 
however, have concluded that L. monocytogenes 
is not the agent responsible for the increased 
sheep erythrocyte agglutinins seen in infectious 
mononucleosis and is probably not the etiological 
agent in this disease. 

This case responded very dramatically to ter- 
ramycin after there had been no response to 
penicillin-streptomycin-Soludiazine. The third 
case, on the other hand, responded to penicillin- 
streptomycin in large dosage. 

It is difficult to assess the role of L. monocyto- 
genes in the second case. The organism, however, 
was isolated from the blood of a patient whose 
illness from onset to death lasted only six weeks. 
There was no apparent response to either peni- 
cillin or tetracycline, to both of which the strain 


_was sensitive in vitro. It could not be determined 


whether cholecystitis due to L. monocytogenes 
was the cause of jaundice, or whether the infec- ' 
tion complicated an obstructive jaundice due to 
some other cause, since neither laparotomy or 
autopsy could be done. 


SUMMARY 


Three cases of human listeriosis have been de- 
scribed. Two. were cases of meningitis without 


402 Case Reports: SEPTICAMIA 


apparent invasion of the blood. One was a septi- 
cemia with no apparent meningeal involvement. 
The first two responded to treatment with terra- 
mycin and with massive penicillin plus strepto- 
mycin, Neither penicillin nor tetracycline was 
effective in the septicemia which complicated or 
was complicated by an obstructive jaundice of 
unknown etiology. 


The authors wish to thank Dr. J. C. O’Brien and Dr. 
H. I. MacGregor for their assistance with these cases; 


and Professor E. G. D. Murray for helpful information.. 
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SO COMI ON oe — 


SEPTICAEMIA OF THE NEWBORN 
DUE TO LISTERIA 
MONOCYTOGENES* 
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M. H. WONG, M.B., Ch.B.( Edin. ), and 
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LISTERIA MONOCYTOGENES occurs in man and in 
many other animal species, The microorganism 
was first isolated and studied in 1924 by Murray, 
Webb, and Swann! from an epizootic affecting 
their laboratory rabbits. The organism found by 
Hiilphers? in 1911 and called Bacterium hepatis 
was probably L. monocytogenes. It was first 
isolated from a human subject in 1929 by Ny- 
feldt,? who found it in the blood stream of a 17- 
year-old boy with infectious mononucleosis. 
Listeriosis has been reviewed by Kaplan,‘ Girard 
and Murray,® and Murray.® 7 

Natural infections with L. monocytogenes have 
been reported in many species of wild and 
domestic mammals and birds from many parts 


*From the Department of Bacteriology, the Department 
of Pathology and the Research Institute, The Hospital for 
Sick Children, Toronto. 
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of the world including Canada, but the incidence 
of such infections appears to be low, Listeriosis 
in’ Canadian lemmings has been reviewed re- 
cently by Barrales.* The disease in animals often 
takes the form of a generalized infection asso- 
ciated with multiple small foci of necrosis, par- 
ticularly in the liver, but a common manifestation 
of the natural disease-in ruminants is an encepha- 
litis or a meningitis. The microorganism has been 
found in the genital tract of guinea-pigs, rabbits, 
horses, and cattle, and may cause metritis and 
abortion, Conjunctivo-keratitis, myocarditis, and 
other atypical forms have also been reported, A 
most interesting characteristic is the monocytosis 
which occurs in rabbits 48 to 72 hours after the 
injection of the microorganism or of a lipoid ex- 
tract of the microorganism. This phenomenon has 
sugested a relationship between L. monocyto- 
genes and infectious mononucleosis, a suggestion 
which has not received wide support. 


Infections in human subjects occur sporadically 
and appear to be infrequent. Kaplan, in 1945, 
collected the reports of 23 definite and 13 prob- 
able cases of human listeriosis from all parts of 
the world. Fourteen of these isolations were from 
cases of infectious mononucleosis; the remaining 
22 cases were diagnosed as meningitis. Most of 
the patients were adults. Only three reported by 
Burn’ in 1936, were under one year of age; these 
had meningitis. The mortality was high (79% ) 
in the cases of meningitis. The epidemiology of 
the disease remains obscure. From these earlier 
reports: it would appear that the disease occurs 
mostly in adults and older children and that the 
usual manifestation in man is a meningitis. How- 
ever, Potel and others’? have reported from 
Germany an unusually large number of infections 
(over 15) which occurred in infants and suck- 
lings and from which L. monocytogenes was 
isolated. These patients suffered from an acute 
septicemic disease, fatal in a large number of 
cases, which the authors called “granulomatosis 
infantiseptica.” It was characterized by miliary 
granulomata with necrosis, found particularly in 
the liver, spleen, suprarenals, lungs, lymph nodes, 
and brain, A similar series of 10 fatal cases ob- 
served in 1951 and 1952 in Prague has been re- 
ported by Patocka and Benda."* 

Listeriosis in human subjects had not been re- 
ported in Canada before 1951 when Stoot™ 
isolated L. monocytogenes from a premature 
infant who died in Toronto 45 hours after birth. 
Allin and Kemper" later found it to be the cause 
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Fig. 1.—Small necrotic abscess in liver. 


of a fatal meningitis in an adult in Port Arthur. 
Two cases have been found more recently in 
Montreal,'® two in Halifax,!7 and one other in an 
adult in Toronto."® 


CasE 1 


Baby M. was born by precipitate delivery at the 36th 
week of a normal pregnancy. The infant was small, 
weighing 4 lb. 11 oz. (2,100 g.) Her immediate con- 
dition at birth was good, but on the first day of life she 
had two brief cyanotic attacks. On the morning of the 
second day she was found to have impaired vigour, 
moderate jaundice, and skin haemorrhages. On admission 
to the Hospital for Sick Children at 36 hours of age 
the baby was moribund, with subnormal temperature, 
deep jaundice, numerous petechiz on the extremities, 
slight enlargement of the liver, abdominal distension, 
and sclerema. Cultures of blood and cerebrospinal fluid 
grew L. monocytogenes. Stained films of the cerebro- 
spinal fluid showed polymorphonuclear cells but no micro- 
organisms. The baby was treated with parenteral sul- 
phadiazine, penicillin and streptomycin, but died seven 
hours after admission. 

At autopsy all the organs appeared normal except the 
liver, which was uniformly enlarged and firm. It 
weighed 103 g., compared with a normal weight of 
88 g. for an infant of this size. The surface and sub- 
stance were studded with submiliary greyish-white 
nodules which were not raised or palpable. Both lobes 
appeared equally affected. 

Microscopical examination showed many small areas 
of hepatic necrosis with little inflammatory reaction 
(Fig. 1). These had no relationship to any part of the 
liver lobule. Many Gram-positive, short, slightly beaded 
rods were seen in these lesions (Fig. 2). There were 
similar foci in the spleen, the cinaak medulla, thymus, 
bone marrow, and the submucosa of the bladder. 
Sections of the brain showed the presence of an acute 
meningitis with a polymorphonuclear reaction. No focal 
accumulations of mononuclear cells were found. The 
myocardium was normal. - . 

There was no history of febrile or other illness in the 
mother before delivery or post partum. She had been 
employed as a laboratory technician in Toronto but did 
not handle experimental animals. There were no house- 
hold pets. In view of the early onset of septicemia in 
the infant following delivery, it was thought that the 
mother might have harboured the microorganism and 
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Fig. 2.—Gram-positive bacilli in liver lesion. 





infected the child. Vaginal cultures were taken which 
grew L. monocytogenes. The mother did not return for 
turther examinations. 


CasE 2 


Baby P. died at the age of 3 hours. The pregnancy 
was normal, but the mother had a slight head cold for 
one week before delivery and was feverish for 20 hours 
before the onset of labour at about the 35th week. 
Labour and delivery lasted for six hours; the membranes 
did not rupture prematurely. The amniotic fluid was 
reported as being “murky” but not foul-smelling. The 
baby was cyanotic and flaccid at birth, and her face was 
covered with petechiz. She was transferred immediately 
to the Hospital for Sick Children but died within two 
hours of admission. 

Autopsy was undertaken. The infant was slightly pre- 
mature, weighing 5 Ib. 4 oz. (2,400 g.) and the body 
was covered with small petechiz. The liver was enlarged 
(160 g. as compared with a normal weight of 105 g. 
for an infant of this size) but otherwise grossly normal. 
The lungs were moderately collapsed but without evi- 
dence of hemorrhage or consolidation. The blood vessels 
over the brain were congested but there was no obvious 
meningitis. The post-mortem blood culture grew L. mono- 
cytogenes, as did cultures from the lung tissue. 

Histological sections of the lungs showed a bronchitis 
and bronchiolitis with a radiating bronchopneumonia. 
The pulmonary alveoli were filled with amniotic debris 
and there was early hyaline membrane formation. Many 
small abscesses with a mononuclear cell response were 
seen in the adrenal gland (Fig. 3). There was pus on 
the surface of the gastric mucosa with a slight inflam- 
matory reaction in the mucous membrane (Fig. 4). 
Gram-positive bacilli were found in the adrenal abscesses, 
in the pus covering the gastric mucosa, and diffusely 
throughout the lungs. The liver, brain, and remaining 
organs were normal. 

Because of her febrile illness the mother was treated . 
with penicillin and streptomycin for three days after 
delivery. Her temperature subsided rapidly and the post- 
partum period was uneventful. Cultures of blood, naso- 
pharynx and vagina were taken on the second post- 
partum day and after the start of antibiotic therapy. 
The throat and blood cultures were negative, but the 
vaginal culture grew L. monocytogenes. Two weeks 
after delivery further vaginal cultures were negative. At 
this latter time a blood smear was normal and a hetero- 
phil antibody test (Paul-Bunnell) was negative, but the 
mother’s serum agglutinated suspensions of L. mono- 
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Fig. 3.—Small abscess in adrenal. 


cytogenes to a serum dilution of 1:1,024. A notable 
feature of the agglutination tests was the presence of a 
marked pro-zone extending up to serum dilutions of 
1:128. 


The source of the infection in this second 
mother also remained obscure. There were no 
household pets or obvious contacts with animals. 
The families in both cases lived in Toronto but 
were unknown to each other. Deliveries of the 
two mothers took place in different hospitals with 
a seven-month interval between them. Moreover, 
the strains of microorganism associated with the 
first case were of serological Type 4 while those 
from the second were Type’ 1.* 


BACTERIOLOGY 


All strains of microorganisms associated with 
these two cases had the same morphological and 
cultural characters. All were small Gram-positive 
rods resembling diphtheroids and showing some 
V-formations and palisading. They were motile, 
this being more marked in young broth cultures 
grown at room temperature than at 37° C. 
Motility often showed a “tumbling” characteristic. 
Spores were not formed. 

Growth occurred readily on all ordinary media 
under aerobic conditions. The colonies on sheep's 
blood agar at 24 hours were small, regular, cir- 
cular, convex, smooth, moist, slightly opaque and 
greyish, A narrow zone of beta hemolysis ap- 
peared in 24 to 48 hours. A flocculent, easily 


*Serological typing was kindly done for us by Professor 
E. G. D. Murray. . 


Fig. 4.—Section of gastric mucosa showing layer of 
pus on the surface. 
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dispersible growth developed in plain nutrient 
broth. 

The microorganisms produced acid but no gas 
in 24 hours at 37° C, in bromcresol-purple pep- 
tone media containing glucose, maltose, salicin, 
or rhamnose, Lactose was acidified slowly. Acid 
was not produced from sucrose, dulcite, xylose, 
arabinose, or inositol. Nitrates were not reduced. 
Neither indol nor hydrogen sulphide was pro- 
duced. The catalase test was positive. 

A rabbit was injected intravenously with 0.5 
ml, of an 18-hour broth culture of the strain 
isolated from the cerebrospinal fluid in Case 1. 
The animal survived, but a definite monocytosis 
was evident on the 3rd and 4th days, as shown 
in Table I. 

The antibiotic sensitivities of the strains were 
tested by the three-disk technique (Difco) on 
blood agar. All strains were sensitive to aureo- 
mycin, bacitracin, chloramphenicol, erythro- 
mycin, neomycin, terramycin, and tetracycline. 
They were moderately sensitive to streptomycin, 
slightly sensitive to penicillin, and resistant to 
polymyxin B. 


COMMENT 


The occurrence of two cases of listeriosis in 
newborn infants in the Hospital for Sick Children 
within the period of one year is most unusual in 
view of the fact that the disease had not been 
recognized in Canada before 1951, One might 
wonder whether such cases have been misdiag- 
nosed in the past. While the microorganism might 
easily be disregarded as a contaminating diph- 
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TABLE I. 
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Monocyte RESPONSE IN RaBsit To Listeria Monocytogenes (0.5 Mu. of 18-Hour CutrurE INTRAVENOUSLY) 








Differential (%) -————-_———_—_—- 





White Absolute 
cell count * No. of 
(c.mm.) Neutrophils Eosinophils Basophils Lymphocytes Monocytes Monocytes 
Before injection....... es eee ws 7,500 23 1 3 , 69 4 300 
BE Te I oo vc alae aed 6,600 32 0 0 66 2 130 
FREI © GG, oe cS oie we cct bes 17,000 30 2 1 39 28 4,760 
Re 2 ss EIT 9,800 . 28 0 4 54 14 1,370 
PUNE Ti I ido 3 oo etrnnsale hid Gnas 6,000 38 2 2 48 10 600 





theroid if motility tests are not done, it is likely 
that attention would be directed to any case of 
meningitis in which a similar diphtheroid was 
found in both the blood and cerebrospinal fluid. 
Moreover, the characteristic small foci of necrosis 
in the liver and other organs had not been ob- 
served previously in histological material from 
autopsies on newborn infants at this hospital. 
Misdiagnosis, therefore, seems unlikely. 

A noteworthy feature of the European cases of 
listeriosis in infants, of Stoot’s case, and of both 
our cases is the recovery of L, monocytogenes 
from the vagina of the mother, The observations 
of the European workers led them to believe that 
infection of the infant took place in utero and 
was not the result of cross-infection within nurs- 
eries, The mothers in these cases occasionally 
showed clinical evidence of mild infection at the 
time of parturition, and this often led to pre- 
mature birth. These views are supported by our 
observations. One might note that both our in- 
fants were small and somewhat premature. 

The infection of newborn infants might be 
acquired ante-partum thréugh the placenta or 
amniotic fluid, or intra-partum from the birth 
canal. No definite conclusions as to the mode of 
infection can be drawn from our first case. The 
mother had no signs of infection, the illness of 
the child developed only on the first day of life, 
and the age of the lesions could not be 
adequately assessed histologically. In our second 
case, however, the mother appeared to have had 
an active Listeria infection at the time of delivery 
as shown by the fever, the isolation of the micro- 
organism from the genital tract, and the high 
agglutinating titre of her serum two weeks later. 
The premature infant was extremely ill at birth 
following a labour of short duration without pre- 
mature rupture of the membranes, and died at 3 
hours of age with well-developed histological 
lesions in the tissues. Moreover, the distribution 
of the lesions in the lungs and the presence of 


the Listeria-containing pus on the surface of the 
stomach mucosa suggest that the infection was 
acquired by aspiration and swallowing of in- 
fected amniotic fluid. Cultures of the mother’s 
blood before labour and antibiotic therapy, 
cytological and cultural examination of the 
amniotic fluid, and gross and histological exami- 
nation of the placenta, might have yielded still 
more significant information in these cases. 


SUMMARY 


1. Two cases of listeriosis in newborn pre- 
mature infants have been described. 


2. The infection in one case was acquired from 
the mother either in utero or during delivery. 


3. The other case became infected in utero be- 
fore the onset of labour. , 


We wish to thank the following for permission to 
publish details of these cases: Dr. H. W. Bain, Dr. W. 
G. Dobson, Dr. W. L. Donohue, Dr. S. F. Goodchild, 
Dr. H. W. Johnston, and Dr. C. E. Snelling. We are 
grateful to Miss J. Marion Johnson for technical assis- 
tance, and to Dr. D. H. Bowden for help in examining 
the histological preparations. 
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PERINATAL MORTALITY 


The term perinatal mortality was coined be- 
cause it is not always possible to distinguish fetal 
from neonatal mortality, nor indeed is it of great 
social significance whether an infant lost to the 
community dies just before or just after birth. 
Both tragedies require study and it is convenient 
to consider them together under the heading of 
perinatal mortality. 

Two studies of perinatal mortality have re- 
cently appeared, in which unfortunately the term 
is differently defined. Both studies deal with 
births in New York City but differ in many re- 
spects. The more elaborate study was made by 
a Subcommittee of the New York Academy of 
Medicine and is concerned with 955 perinatal 
deaths in 1950 and the first quarter of 1951. The 
investigators attempted to determine the cause 
of death in these cases, determine whether it 
was preventable, and supply additional data on 
the subject, Their results are now published in 
book form, after analysis by Dr. Kohl.* The other 
study was made by personnel of the City De- 
partment of Health in 1952 and was undertaken 
to determine whether perinatal mortality was a 
valid index of maternity care.t+ 

The Academy study includes 237 stillbirths, 
483 early neonatal deaths (within the first five 
days) and 235 late neonatal deaths (on the sixth 
to thirtieth day). There were 477 premature and 


*KOHL, S. G.: Perinatal Mortality in New York ‘City. Ss. J. 
Reginald Saunders, Toronto, $2.75. 
7PAKTER, J. et al.: Am. J. Pub. Health, 45: 728, 1955. 
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478 mature infants. Unfortunately, there was no 
corresponding analysis of a similar group of sur- 
viving infants, but nevertheless a great deal of 
information was extracted by meticulous study 
of death certificates, clinical data and autopsy 
findings. In each case the Subcommittee came to 
a decision on whether the death was preventable 
or not. The result is somewhat shocking, for they 
found that 35% were preventable, and that 
among mature infants 1.45 times more deaths 
could have been prevented than in prematures. ° 
Only 55% of deaths were considered due to 
unavoidable disaster. In 31% there was an error 
of medical judgment, in 27% unsatisfactory 
pediatric care, in 24% an error of medical 
technique, and in 22% faulty prenatal care. 


Various factors in pregnancy, labour and neo- 
natal life were analysed but their significance in 


‘causing death is impossible to assess in the 


absence of a surviving series, The high incidence 
of maternal toxemia is mentioned; about 15% 
of all deaths were associated with this disorder. 
The effect of anesthesia in labour could not be 
assessed, but the type of anzesthetic used did not 
appear to affect the outcome. 

More than 40% of deaths of infants delivered 
by Cesarean section were held preventable, a 
sad reflection on the use (or rather abuse ) of this 
operation, which was sometimes used too early 
and sometimes too late, while the anesthetic was 
not always chosen with wisdom. The mid-forceps 
operation apparently continues to exact its toll. 

In assessing the cause of death, the Subcom- 
mittee compared death certificates, clinical data 
and autopsy findings. As in the past, death cer- 
tificates proved quite inaccurate and_ useless 
statistically. Where autopsy had been performed, 
the death certificate and autopsy diagnoses 
agreed only in 40% of cases, whereas clinical and 
autopsy diagnoses agreed in 67%. The death cer- 
tificate diagnosis and the clinical diagnosis agreed 
in only 44% of cases, surely an inexcusable dis- 
crepancy, No less than 93.7% of death certificates 
contained some avoidable disagreement with 
clinical data; for example, results of Rh or Was- 
sermann tests, or details of operation or duration 
of pregnancy were at variance. In 37 out of 41 
deaths certified as due to “prematurity,” autopsy 
revealed a cause of death such as atelectasis or 
tentorial tear, Malformations and birth trauma 
were under-reported on death certificates, 

This study makes common ground with the 
Department of Health study in Chapter III, 
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where the type of hospital care is related to 
perinatal death. The Department of Health 
workers, however, define perinatal deaths as fetal 
deaths plus deaths in the first week of life, and 
therefore exclude the late neonatal deaths, After 
analysis of births in voluntary, municipal and 
proprietary hospitals, the Department of Health 
group show that the size, type and location of a 
hospital do not determine the level of its perinatal 
mortality. “The constant influencing extrinsic 
factor appears to be the composition of the hos- 
pital population” in terms of socio-economic 
status as well as age, race, extent of prenatal care 
and parity of mothers. Both groups find that mor- 
tality is in general lower in voluntary than in 
municipal hespitals; the Academy group find that 
preventable mortality is least in the voluntary 
teaching hospital. The Department of Health 
workers state: 


The use of the perinatal rate alone as the initial 
criterion for ranking hospitals with respect to infant 
and fetal loss may miss some hospitals with higher than 
average infant mortality rates or higher than orem 
fetal death ratios. However, if a single figure is to be 
used, the perinatal mortality rate should be selected since 
grosser deviations will be picked up by this rate alone. 


They also feel that: 


Investigation is needed to determine the extent to 
which hospital perinatal mortality rates represent indexes 
of obstetric care after adjustment for the currently 
mere extrinsic factors mentioned above has been 
made, 

Even without such adjustment, the perinatal mortal- 
ity rates for individual hospitals serve the public health 
administrator to focus attention on areas in need of 
assistance. 


We now await the field study recommended 
by Kohl, to include data on three series of in- 
fants—stillborn, those dying neonatally, and those 
surviving—preferably with the co-operation of- 
several institutions possessing trained patholo- 
gists interested in fetal pathology. 





Editorial Comments 


OVERTREATMENT DERMATITIS 


The concept of treating contact dermatitis by 
removal of the offending agents, rather than by 
application of medicaments, is a basic one in 
dermatology. Unfortunately, in recent years it has 
been subjected to overwhelming stresses by the 
large number of topical applications—both pro- 
prietary and ethical—made available to physicians 
and patients alike, With this onslaught of topical 
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agents has come much high-powered advertising 
in both the medical and lay press; so that this 
concept is no longer able to hold its own. 

Gaul (J.A.M.A., 157: 720, 1955) has dealt with 


. this and related problems in an article entitled 


“Overtreatment Dermatitis.” Using post-treat- 
ment patch tests he investigated the incidence 
of sensitivity from medicaments applied to the 
skin. In his own practice he found 20 proved 
cases a month. and in addition contact derma- 
titis overtreated in at least 35%, and often 50%, 
of cases. Therapeutic agents which contained 
mercurials,' sulfonamides, local anzsthetics,? 
antihistamines,* and topical antibiotics‘ were the 
worst offenders. He notes that the Council on 
Pharmacy and Chemistry (U.S.) has issued 
warnings against the topical use of the sulfona- 
mides, antihistamines and penicillin. Yet these 
drugs are still included in many ethical and pro- 
prietary medicines. 

Gaul feels that an intensive public educational 
campaign is essential to reduce the all too 
great number of cases of overtreatment derma- 
titis. The public should be taught that skin 
diseases, like other medical conditions, must be 
diagnosed before they can be treated; also, that 
lay and semi-professional advice and ideas should 
not be tolerated. Skin applications should be 
destroyed, and not kept to be loaned subse- 
quently to friends and relatives. To provide the 
basis for an educational programme, he proposes 
the following list of skin conditions as being those 
which require professional medical attention. 


“Skin. Injuries:* 


Scalp, eye, ear and anogenital 

Puncture wounds from nails, glass, slivers, steel wool, 
thorns, briars, light bulbs and similar materials 

Scratches and cuts containing contaminants 

Persistent bleeding, all injuries 

Oozing or bleeding anytime during healing or onset 
of irritation 

Burns from chemicals such as 
solvents 

Sunburn, if not relieved by application of milk of 
magnesia or calamine lotion without phenol 

Bites, when ticks or spiders are suspected 

Bites, all animal and especially human 


acids, alkali, and 


“Skin Irritations and Rashes: 


Itching and burning 
Redness and swelling 
Suspected infections 
Fungus infections; laboratory tests are necessary; no 
medicine should be applied until a diagnosis is made 
1Including ammoniated mercury, 


thiomerosol, merco- 


cresols, nitromersol, merbromin, orthochloromercurphenol, 
potassium mercuric iodide and phenylmercuric nitrate. 
2Including butesin picrate, benzocaine and dibucaine. 
3 Including diphenhydramine HCl and methopyriline HCl. 
4 eee penicillin, oxytetracycline and _ chlortetra- 
cycline. 


“*Little cuts, scratches and burns should be bandaged 
with sterile gauze. An ice cube or cold cloth pressed over 
them will relieve pain.’ Soap, household cleaning agents, 
wax, and cosmetics should not be allowed to contaminate 
them. Bandages should be changed as necessary, and the 
injury kept dry until healing takes place, usually five days 
to a week. Band-aids may be sak providing they allow 
aeration and are not medicated.” 
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The last part of his article gives details of 
typical cases of overtreatment dermatitis from 
proprietary remedies, many of which eventually 
required hospitalization. Cases similar to these 
are seen all too frequently by every dermatologist. 
An idea of the educational problem involved is 
illustrated by one of: these cases, the report of 
which follows. 


“Treatment of ‘Athlete's Foot’.—A white female, 
aged 56, had noticed for several months an intermittent 
itching and redness of the knees. She thought she had 
the ‘inflammations’ of the skin and purchased an 
analgesic balm. This was rubbed into the red areas for 
two weeks. As oedema developed, and as the erythema 
brightened, she rubbed harder and put more on. Finally, 
when blisters developed on the thighs, she gave her 
physician a telephone description and diagnosis of the 
trouble. She said it was not necessary to see him. All 
she wanted was something for the nerves and something 
to heal the skin. A month later she called again; the 
nerves and skin were worse. The knees were crusted and 
oozing. Over the legs and thighs were pustules, many 
of which showed the effects of trauma. The hands an 
forearms displayed a blotchy, vesicular dermatitis. The 
dorsa of the feet showed a pattern-dermatitis correspond- 
ing to the lattice outline of a shoe. Positive patch tests 
were obtained to the shoe linings, two blue dresses, 
green linings from two winter coats, one proprietary 
drug, and one prescribed drug. Mycologic studies re- 
vealed no fungi by slide or culture. 

“Much time was spent with this patient explaining the 
negative mycologic tests and the meaning of the positive 
patch tests. When told that the dermatitis on the dorsa 
of the feet was not due to fungi, she said, ‘Anybody 
knows that a rash on the feet is always athlete’s foot, and 
everybody knows that bad nerves cause lots of skin 
trouble. My nerves are in a terrible shape.’ While the 
struggle was going on to free her skin of irritants and 
sensitizers, hot spring weather arrived. Coats and wool 
dresses were not needed, and the patient wore some new 
white sandals. To her amazement, the skin improved 
at once; actually, the weather rescued her.” 


Gaul estimates the number of new cases of 
overtreatment dermatitis seen each year in the 
United States at from 150,000 to 1,000,000. Un- 
doubtedly overtreatment dermatitis is common, 
although the second figure mentioned is quite 
high. The fact that so many chronic dermatoses 
respond to bland elimination-type routines sug- 
gests that many of them are being maintained 
or aggravated by overtreatment. Gaul’s plea for 
some form of mass education of the public on 
the treatment of skin disorders deserves strong 
support. 

ROBERT JACKSON 





OBESITY AND ANOREXIA 


It is fairly common knowledge by now that 
both overeating and anorexia are frequently 
associated with emotional instability. It is, how- 
ever, somewhat puzzling to know why one of 
these symptoms is chosen by the patient and not 
the other. Frazier and his colleagues discuss the 
family background of these two symptoms in a 
recent issue of the Proceedings of the Staff 
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Meetings of the Mayo Clinic (30: 227, 1955), 
basing their views on simultaneous studies of 
parents and neurotic children begun in Chicago 
15 years ago. They have demonstrated the effects 
of parents’ neuroses on the children, and empha- 
size the occasional need for treatment of an 
entire family rather than an individual member. 

They classify neurotic eating difficulties in 
children in five groups, depending on the par- 
ents’ attitude to the child. The most harmless 
situation is that in which the whole family is 
obese, and nobody minds. The child is stuffed 
with food as a compensation for guilt feelings 
and its chubbiness is a source of pride. The 
second type is that of the obese child of a thin 
mother, who is alternately critical and approving 
of the child’s eating. The degree of maternal 
ambivalence to the child is greater than in type 
one, and the child is depressed and irritable. In 
type three, ambivalence is even more marked 
and the obese mother literally steals from her 
skinny child. One of Frazier’s colleagues once 
saw a typical example in a dining-car, where a 
huge mother ate 90% of the contents of her 
child’s plate on various pretexts. Such a child 
becomes skinny and emotionally very ill. 

The fourth type described is the ulcer type, 
and the fifth, in which the parent is murder- 
ously ambivalent, is the typical anorexia nervosa. 
A case is described in which the mother felt that 
her adolescent daughter was a rival for the 
father’s attention and revengefully wanted to 
starve her to death. The child complied with 
parental wishes by developing anorexia nervosa. 
Dr. Frazier and his colleagues point out that 
such compliance is not the only factor deter- 
mining whether an insecure child will be obese, 
thin or anorexic, but that it is of major import- 
ance in many cases. If the emotional conflicts 
of the parents can be resolved, the child will 
improve much more rapidly. 

The above considerations. explain why at- 
tempts to reduce weight in obese children are 
much less successful than in adults, although 


the situation described can carry over into adult 


life, even after the death of the parent, provided 
some situation arises to arouse the old em- 
otional battle between patient and parent. 

Evidence of the relation of emotional stability 
to results of-therapy of obesity is also brought 
forward by a group from Cornell University 
(Young et al.: Am. Practit., 6: 685, 1955), who 
describe results achieved in an experimental 
community nutrition clinic. They note that the 
therapeutic failure rate is higher when obesity 
has developed in childhood, and that success in 
weight loss is apparently related fairly directly 
to emotional stability. Obese patients with deep 
emotional problems were just not helped by 
dietary care. 

The question arises whether dieting may actu- 
ally harm such persons. Both groups of workers 
raise this question. The Mayo Clinic group feel 
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that it is impossible to predict whether a given 
patient will have an emotional breakdown when 
reducing, though they enjoin caution where the 
patient is subject to moderate to severe changes 
in mood, or currently under heavy pressure, or 
lonely; women tense and anxious about middle 
life should also be careful about reducing. 

One of the Mayo Clinic group also raises the 
intriguing question of the effect on other mem- 
bers of the family of successful weight reduc- 
tion. When Mom slims and then feels frustrated, 
what happens to the children? Here is a nice 


field of inquiry for an interested general prac- 
titioner. ' 





IN PRAISE OF TEA 


Whatever the military historians may say, it is 
well known that the British Army in World War 
II marched not upon its stomach but upon in- 
numerable cups of tea brewed up hot, strong and 
sweet at all hours of the day and night. In thus 
perpetuating a social custom said to date from 
2700 B.C., when the Chinese philosopher, 
Chin-nung, first accidentally prepared an in- 
fusion of tea, the British soldier must presum- 
ably be getting some physical and psychological 
stimulus out of his favourite addiction. In this 
field, science has been outstripped by custom, 
and it is only of recent years that the pharma- 
cologists, psychologists and clinicians have turned 
their attention to serious investigation of the 
effects of this delectable beverage. 

An interesting symposium on tea first pre- 
sented at a conference of the New York Academy 
of Sciences in May 1955 has recently been pub- 
lished, “with the purpose of beginning an organ- 
ization of research and clinical data on tea.” The 
most remarkable feature of this symposium is 
the unanimity with which the participants—clini- 
cians, physicians, pharmacologists and psycho- 
logists—find in favour of tea as an aid to modern 
living. (The next most remarkable feature is that 
they are all Americans and not Chinese, British 
or Russians — all biased witnesses. ) 

In the opening paper, Waife points out the 
advantages of tea as a component of medical 
diets. It has neither caloric value nor sodium 
content, and can therefore figure in any reducing 
diet. In addition, the statements of older texts 
that tea is contraindicated in gout, hypertension 
or gastric disorder have all been shown to have 
no foundation in fact. Frohman agrees with this, 
and goes further in suggesting that tea may be 
given to children without ill effect, and that it 
is a valuable source of riboflavin for those on 
the wrong side of forty. 

Several contributors to the symposium make 
the point that the pharmacological effects of tea 
are not to be equated with the sum of the effects 
of its caffeine and tannin content. As the .Mon- 
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treal observers Halpenny and MacDermot? 
showed in 1939, the whole is not .equal to the 
sum of the parts. Giving caffeine and tannin has 
a much less agreeable effect than giving tea, 
quite apart from the psychological factors in- 
volved in the tea-drinking ritual, The type of 
tea used and the manner of its brewing are also 
of significance. Marriott quotes with approval 
Sir Kenelm Digby’s prescription, “the hot water 
is to remain upon it no longer than whiles you 
can say the Miserere Psalm very leisurely” (the 
number of tea-drinkers who can say the 
Miserere Psalm at all is perhaps somewhat 
limited nowadays ). 

Krantz analyses the pharmacological action of 
tea, concluding that the main responses of mild 
psychic stimulation and mild diuresis are due 
to the caffeine content, which is, however, less 
than that in coffee, cup for cup. It should be 
added that Martinek and Wolman® have shown 
since this symposium that the caffeine content is 
much less when tea bags are used. With bulk 
tea and ground coffee, caffeine figures per cup 
on total extraction were comparable. On a 5- 
minute brew, however, the tea cup contained 
much less caffeine than the coffee cup. The tan- 
nin of tea is only mildly astringent, and Wirts and 
his colleagues confirm the opinion of Halpenny 
and MacDermot that tea in the usual amounts 
need not be contraindicated in the treatment of 
most gastrointestinal disorders, for they show that 
tea increases gastric emptying and does not upset 
gastric secretion. 

Stanley and Schlosberg, after carrying: out 
psychological tests on six subjects, produce objec- 
tive evidence that a cup of tea affords an im- 
mediate as well as a delayed lift without inducing 
secondary depression. 

Jenkins contrasts the delightful stimulation of 
tea with the cortex-anesthetizing effect of alco- 
hol. He concludes his comparison of various 
beverages by saying: | 

“The customs which have evolved about drinking of 
tea contribute to the cultivation of an art too far lost 
in modern America—the art of being relaxed while fully 
conscious. They contribute to the enjoyable experience of 
finding oneself socially accepted by people who are quite 
sober. They encourage courteous and lively discussion 
in an atmosphere of mutual respect. Such customs have 


a social and mental hygiene value not to be under- 
estimated.” 


This entertaining symposium will probably do 
two things. It should stimulate research workers 
to find out more about tea. It will also likely 
produce a counterblast from the champions of 
other beverages. Their task of displacing a reign- 
ing favourite of forty-seven centuries standing 
will however not be easy. 
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REVIEW ARTICLE 


MORE EFFECTIVE STEROID 
THERAPY 


B. L. FRANK, M.D., Montreal 


THE VALUE of hydrocortisone, its newer analogues 
and aldosterone as therapeutic agents was dis- 
cussed at a recent meeting in New York.! Kinsell 
and Jahn reported on the use of corticoids in 
association with antibiotics in the management 
of severe infections. More than 300 seriously or 
critically ill patients had received combined 
corticoid-antibiotic therapy during the past five 
years. It was concluded that: (1) hormonal 


therapy, in conjunction with properly selected . 


antibiotic therapy, can reduce mortality and 

morbidity; (2) hormonal therapy injudiciously 

applied in patients with infectious (or other) 
conditions can result in a fatal outcome. 

Corticoid therapy in patients with infectious 
and related acute diseases is indicated: 

1. In all cases of meningococceemia. 

2. In all infections characterized by overwhelm- 
ing intoxication in which it is doubtful whether 
the patient will survive sufficiently long to 
permit of the action of antibiotics. 

. In cases of mumps orchitis. 

. In cases of unusually severe viral hepatitis. 

. In shock from any cause, with the exception 

of shock resulting from simple blood loss in 
individuals for whom blood replacement is 
immediately available. 
Corticoid therapy is contraindicated in the 
presence of peptic ulcer, active tuberculosis, a 
history of extreme emotional instability, wide- 
spread severe chronic eczematoid dermatitis—but 
even in the presence of these conditions, when the 
urgency is sufficiently great, corticoids may be 
used, provided appropriate measures are taken 
at the same time: for instance, intensive therapy 
to maintain constant neutralization of gastric 
acidity in ulcer patients. 


Ol Co 


TECHNIQUE OF CORTICOID THERAPY 


The following methods of employing corticoids 
in patients with severe infectious disease are 
recommended: 


1. A bacteriological diagnosis should be estab- 
lished at the earliest possible moment. 

2. Immediately after blood and other specimens 
for examination have been obtained, intensive 
antibiotic therapy should be instituted on the 
basis of proven or probable etiology, Anti- 
biotic therapy must be continued throughout 
the period of hormonal therapy, and at least 
for three days thereafter. In the case of severe 
peritonitis, antibiotics should be administered 
for at least one week after the last dose of 
corticoids. 





2 





Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


3. Coincident with the administration of anti- 
biotics, ACTH should be given intravenously, 
cortisone acetate intramuscularly, free hydro- 
cortisone by intravenous infusion and by 
“stat” intravenous injection of free hydro- 
cortisone in propylene glycol, or an aqueous 
solution of hydrocortisone hemisuccinate. 

4, Over a period of four to seven days, gradually 
diminishing amounts of corticoids are given. 
ACTH is always administered one day longer 
than cortisone to eliminate any concern about 
adrenal atrophy. 

The principles on which this procedure is 
based are: 

1. Intensive initial corticoid therapy combats 
shock and/or toxzemia. 

2. Adequate administration of antibiotics elim- 
inates infection and counteracts the tendency 
to dissemination of infection associated with 
corticoid therapy. 

3. Corticoids must be discontinued in a step- 
wise fashion, as rapidly as is compatible with 
the patient’s clinical status. 

Usually a four-day programme is sufficient. 
Occasionally, patients may require corticoid sup- 
port for a longer period than seven days. In 
severe hepatitis, particularly if patients are coma- 
tose at the time therapy is begun, very pro- 
longed corticoid therapy may be required, In 
mumps orchitis, prompt corticoid therapy may 
prevent all permanent damage to the testicle. 

Nutrition is the same in the emergency applica- 
tion of corticoids as in patients receiving corti- 
coid therapy for prolonged periods: high potas- 
sium, low sodium, adequate calories, and high 
proteins. In severely ill patients, adequate nutri- 
tion may not be obtainable. In a patient whose 
nutrition has been good before the onset of in- 
fection, and in whom the four-day programme 
is sufficient, this does not represent a major prob- 
lem: the administration of glucose plus essential 
vitamins and mineral supplements is adequate. 
The standard initial infusion consists of 5% 
glucose in distilled water, 2 g. of potassium 
chloride, the indicated amount of antibiotics, 20 
units of ACTH,.and 100 mg. of hydrocortisone, 
administered at the rate of 100 c.c. per hour. 
When a patient is unable to take food by mouth, 
and tube-feeding is permissible, a small plastic 
tube may be inserted into the stomach or upper 
intestine, and a high protein, high potassium, low 
sodium, adequate calorie formula may be admin- 
istered throughout the 24 hours. 

In surgical cases, the decision to use corticoids 
must, at the same time, mean a decision to 
operate at the earliest moment that the patient 
becomes a good operative risk. Corticoid therapy 
should be discontinued as soon after operation 
as the patient’s condition will permit. 


ALLERGIC REACTION 


It has been shown that, in sufficiently high 
doses, ACTH or cortisone blocks an allergic 
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drug reaction while the offending allergen is con- 
tinued. As Shulman points out, this procedure 
is risky and should be reserved for patients who 
are critically ill with a serious disease, such as 
subacute bacterial endocarditis or pneumococcal 
meningitis, when penicillin sensitivity may 
appear and yet no other satisfactory antibiotic 
therapy is available. 


FLUOROHYDROCORTISONE 


9-Alpha-fluorohydrocortisone is a highly potent 
hydrocortisone derivative with definite clinical 
usefulness. When administered by mouth, it is 
possible to obtain marked physiological effects 
with dosages which do not produce significant 
amounts of. interfering metabolites, It is an effi- 
cient inhibitor of ACTH secretion by the 
pituitary gland. Thus, 9-alpha-fluorohydrocorti- 
sone given by mouth inhibits endogenous adrenal 
cortical secretion and may be utilized as a 
diagnostic and as a therapeutic tool. 

Weight for weight, the antirheumatic potency 
of 9-alpha-fluorohydrocortisone acetate was found 
by Boland to be much greater than that of 
hydrocortisone. 

When it was applied topically to the skin, 
Sulzberger found one-tenth of the concentration 
of 9-alpha-fluorohydrocortisone acetate in many 
patients, though not in all, to be as effective as 
hydrocortisone free alcohol. There were no 
systemic absorption, no systemic effects, and no 
instance of allergic sensitization. 


NEWER .CoRTICOIDS 


The finding that modification of the chemical 
formula is associated with variation in specific 
actions holds out hope for even more effective 
corticoids in the future, Examples are 1-dehydro- 
cortisone (prednisone) and 1-dehydro-hydro- 
cortisone (prednisolone ), which are already gen- 
erally available. More recently, a compound was 
prepared? which incorporates two changes in the 
formula of hydrocortisone: the fluorine atom in 
the 9-alpha position and a double bond in the 
first ring as in 1-dehydro-hydrocortisone (pred- 
nisolone). This new steroid, 1-dehydro-9-alpha- 
fluorohydrocortisone acetate, is claimed to be 
about 25 times as active as hydrocortisone in 
certain animal tests. 


Aldosterone, formerly known as electrocortin, 
is a naturally occurring steroid which has been 
isolated from adrenal cortical extracts. Thorn and 
his associates recently compared its actions with 
those of 9-alpha-fluorohydrocortisone. In man, 
aldosterone exerts an important influence on 
mineral metabolism and a small, but definite, 
influence on the level of circulating eosinophils. 
In the treatment of rheumatoid arthritis, Hench 
and others have found that structure is related 
to antirheumatic activity. It is believed that the 
antirheumatic factor may be differentiated from 
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other physiological effects by changes in chemical 
structure, Aldosterone has a marked action on 
electrqlytes but no antirheumatic effect, 9-Alpha- 
fluorohydrocortisone acetate has markedly anti- 
rheumatic action and marked influence on 
electrolytes. 1-Dehydrocortisone (prednisone) 
has marked antirheumatic properties, but less 
effect on electrolytes. 

Whether or not such steroids as 9-alpha- 
fluorohydrocortisone acetate and 1-dehydrocorti- 
sone (prednisone) will continue to be con- 
sidered clinically superior also in the future does 
not diminish the great significance of their dis- 
covery. With them, chemists have demonstrated 
that it is possible to produce steroids with 
special actions and greater efficiency in some 
respects than have cortisone or hydrocortisone. 
One may expect that, in due course, compounds 
will be forthcoming with marked antirheumatic 
or anti-inflammatory potency without the un- 
wanted manifestations of the presently available 
products. 
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GENERAL PRACTICE 


THE MEDICAL DEPARTMENT IN 
A HOSPITAL PRIMARILY STAFFED 
BY GENERAL PRACTITIONERS 
(NORTHWESTERN GENERAL 
HOSPITAL) 


E. MAURICE HELLER, M.D., M.Sc.(Med.), 
F.R.C.P.( Edin. ),* Toronto 


DICIN, e In SEPTEMBER 1954, the 114- 
bed Northwestern General 


abt 

3 @% bed Nort . 

s C %. Hospital in York Township 
© Pp % (North Toronto) opened its 
= * «=e 2 doors to the public. This hos- 
g > pital is located in a very 
populous area in which the 
vast majority of doctors are 
general practitioners, and consequently it is’ 
primarily a hospital for these non-specialists. (In 
view of the nearness of several main highways 
the surgical service is very active and a com- 
paratively large number of certified specialists 
are on the active staff. There are also certified 
men in all.departments, but the greatest per- 
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centage of physicians on the active staff are gen- 
eral practitioners.) ~ 

It is felt that, in the Northwestern General 
Hospital, one sees a working example of what 
the College of General Practice is stressing as 
the ideal set-up for its members. The five senior 
attending physicians of the Internal Medicine 
Department (indoor staff) were chosen from the 
general practitioners who had been longest in 
practice (18 years and over). The next ten phy- 
sicians in order of seniority were put on the 
junior attending staff. Thus five groups were 
formed, each consisting of one senior and two. 
junior attending. Every two months a different 
group is on service. There are 4 to 8 medical 
staff patients in the hospital at all times, and the 
junior attending physicians on service look after 
them, being directly responsible to the senior 
attending, who also sees the patients daily as 
well as making weekly rounds with his “team.” 
Any problem cases are discussed with the chief 
in medicine, who decides whether another con- 
sultant should be called in. 


Every Friday morning from 10 to 10.20 the . 


indoor medical staff meeting is held, at which 
policy is decided and any deaths (of the pre- 
vious week) in the department are thoroughly 
discussed. (Incidentally, at the time of writing, 
autopsy percentage in the department is close to 
50%, which is a good indication of the interest 
and enthusiasm of the doctors, particularly their 
desire for greater knowledge.) This meeting is 
immediately followed by medical grand rounds 
which last from 10.20 to 11.30 a.m. Usually two 
cases chosen from either staff patients or private 
patients are discussed. The programme is posted 
three days in advance, and the doctor presenting 
his case is forewarned to look up the literature 
in order to be able to discuss the problem as well 
as answer the questions of his colleagues. If a 
consultant (not necessarily on the active staff) 
has been called in to see the patient—which 
usually occurs in the most interesting cases—he 
is invited to the rounds (as well as the radi- 
ologist); thus all aspects of the case can be 
covered. The fact that the average attendance 
at these rounds is over 30 doctors, in spite of in- 
adequate meeting place, proves the great inter- 
est of the staff in their work. (A large doctors’ 
meeting room is in the plan of the three addi- 
tional floors which are expected to be built very 
soon. ) 

These medical grand rounds serve to crystal- 
lize the important known facts about the par- 
ticular medical disease discussed. A secretary, 
appointed from the group, makes detailed notes 
of all that is said and these are reviewed the 
following week. Publication in booklet form of 
these notes for distribution to all members of the 
department is planned semi-annually. 


The Outpatient Medical Department is 


manned by the younger general practitioners 
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(who make up the General Practice Department 
of the hospital), but each day a junior attending 
physician is on call for consultation work. At 
the time of writing there are seven certified 
internists on the active medical consultant staff 
(although there were only three when the hos- 
pital opened) who, as well as assisting the Chief 
of the Medical Department on difficult staff 
cases, are in charge of a Medical Specialty clinic 
during alternate weeks. To this clinic are re- 
ferred the problem OPD medical cases. Two 
general practitioners in rotation are assigned to 
this clinic to work under the medical consultants. 
Psychiatric and dermatologic clinics also func- 
tion once weekly under the direction of a certi- 
fied psychiatrist and dermatologist, respectively. 

The four interns are assisted in preparing for 
their Council examinations by a course of 
lectures. These are given by all departments of 
the hospital. One lecture a week is given in 
internal medicine for a period of six months of 
the year. Most of these lectures are given by the 
junior and senior attending physicians (general 
practitioners), each of whom has chosen a sub- 
ject he has been particularly interested in. For 
example, one doctor gave a lecture on “Blood 
Smears in the Diagnosis of Hematological Dis- 
ease,” and took the trouble to photograph the 
various types of blood dyscrasias. He has done 
a great deal of reading on the subject and has 
become a fairly good authority on hematology. 
The same can be said for those lecturing on 
such subjects as bronchogenic carcinoma and 
thyroid disease. 

By the above arrangements the general prac- 
titioners are given responsible positions and en- 
couraged to keep learning more and more about 
the diseases their patients represent. At the same 
time they are under the supervision of certified 
internists, who are anxious to teach. 

It is significant that, in spite of the fact that 
these men on the internal medicine staff are 
busy general practitioners, the position of 
authority and respect in the Northwestern Gen- 
eral Hospital has given them the necessary 
stimulus to put in long hours looking after in- 
digent patients and taking a leading part in the 
ward rounds and other activities which in other 
hospitals are considered the job of a specialist. 

This serves as proof that a busy general prac- 
titioner can and will widen his field of knowl- 
edge and accept greater responsibility if given 
the opportunity and proper encouragement. 

It is felt that the excellent example shown by 
the general practitioners of the Northwestern 
General Hospital will serve as an added incen- 
tive for the College of General Practice to con- 
tinue its efforts to increase the knowledge and 
training of general practitioners. 














Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


COLLEGE OF. GENERAL 
PRACTICE OF CANADA 
The Foundation Fund 


In JANuARY 1954, just pre- 
vious to the founding of the 
2 Cc: Pp 2. College of General Practice of 
He 2 Canada, a Foundation Fund 
® cee Be 
2 Ay 


ICI 
sore e 


for donations and gifts to the 


Q % os College was set up. This fund 
Cy, ADE was to provide moneys to help 


establish the College by giv- 
ing it means of operation during its early years. 
Gifts of any size were welcomed. Those who 
donated $100 or more—apart from fees—were to 
be considered Foundation Benefactors or Charter 
Members. The former term was preferred. 

The intention at that time was to close the 
Fund this: year, but the Board of Representatives 
at its recent June meeting decided to continue 
it until June 1956. They did this because they 
were assured there were many who had not yet 
contributed and wished to do so, But a more 
compelling reason for continuing the Fund is 
that membership has not yet reached the point 
where it can cover operating costs, and the Fund 
is to take care of the deficit. 

Moreover, the College is aware of the urgent 
need of providing more services to its members. 
Particularly does it want to engage a part-time 
or preferably a full-time Education Director, one 
of whose first duties would be to develop a pro- 
gramme of supervised reading courses, He would 
also assist our chapters and members generally 
in extending postgraduate education facilities. 
The Board could make this appointment as soon 
as it would not draw too heavily on our reserves. 
But it can proceed with this and other plans only 
as fast as resources permit. 

On August 1, 1955, the Foundation Fund had 
received $19,000. This was made up of 160 dona- 
tions of $100 or more and 65 of less than $100. 
This Fund is open until June 1956, a.u.i gifts of 
any size from members and any other well- 
wishers will be gratefully received. 

Below js a list of our Foundation Benefactors 
as of August 1, 1955. The list of those donating 
less than $100 will be published later. 


ALBERTA 


Drs. J. J. Dobry, Calgary; J. R. Ibberson, Calgary; L. 
E. Johnson, Wetaskiwin; J. G. Kato, Edmonton; D. 
Robinson, Banff; P. B. Rose, Edmonton; J. D. Ross, Ed- 
monton; J. B. T. Wood, High Prairie. 


BritTisH COLUMBIA 


Drs. J. B. Anderson, Victoria; B. G. Barkman, Abbots- 
ford; H. D. Barner, Vancouver; G. R. Barrett, Nelson; 
R. D. A. Bisson, Vancouver; J. H. Black, Vancouver; L. 
S. Chipperfield, New Westminster; J. U. Coleman, 
Duncan; J. L. Coltart, Vancouver; W. J. Endicott, Trail; 
J. H. Kope, Enderby; C. R. Marlatt, Powell; E. C. Mc- 
Coy, Vancouver; J. A. MacDonald, Prince Rupert; M. 
McRitchie, Fernie; D. W. Moffatt, Vancouver; H. A. L. 
Mooney, Courtenay; L. A. Patterson, Vancouver; N. A. 
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Pickering, Vancouver; Stuart C. Robinson, New Denver; 
C. Schom, Vancouver; J. L. Telford, Vancouver; J. W. 
Tufteland, Vancouver; J. P. Wellwood, New Westminster; 
C. C. Wilson, New Westminster; I. Ziskrout, Abbotsford. 


MANITOBA 


Drs. V. F. Bachynski, Winnipeg; W. J. Boyd, Winni- 
peg; General Practitioners’ Association of Manitoba, Win- 
nipeg; K. N. Edwards, Bissett; C. D. Ellis, Winnipeg; 
A. T. Gowron, Winnipeg; G. F. Hamilton; Winnipeg; D. 
J. Hastings, Winnipeg; J. H. Mather, Winnipeg; J. Mc- 
Kenty, Winnipeg; J. C. Rennie, Portage la Prairie; R. J. 
Stewart, Winnipeg; A. J. Winestock, St. James (Win- 
nipeg). 


New BruNSWICK 


Drs. C. M. Bourgeois, Moncton; R. H. Cox, Moncton; 
L. J. Gaudet, Moncton; F, E. Leger, Moncton; G. C. 
Leger, Moncton; R. P. Myers, Moncton; J. P. Potter, 
Chatham; J. H. M. Rice, Campbellton; A. F. VanWart, 
Fredericton. 


NEWFOUNDLAND 


Drs. J. O. Fraser, St. John’s; H. D. Rosenberg, St. 
John’s; J. A. Walsh, Manuels. 


Nova ScorTia 


Drs. J. J. Carroll, Antigonish; F. M. Fraser, Halifax; 
C. Gass, Tatamagouche; N. H. Gosse, Halifax; A. A. 
Macdonald, Neil’s Harbor; J. A. MacDonald, Glace Bay; 
A. G. MacLeod, Dartmouth; J. R. MacNeil, Glace Bay; 
T. B. Murphy, Antigonish; C. H. Reardon, Halifax; G. W. 
Turner, Windsor. 


ONTARIO 


Drs. A. R. Atkinson, Norwood; E. C. Bagshaw, Hamil- 
ton; R. H. Balinson, Hamilton; S. S. Ball, Stouffville; 
H. S. Barlow, Chatham; O. F. Beamish, Kemptville; 
P. Bernstein, Cochrane; C. E. Bodkin, Burlington; B. 
A. Brown, Oshawa; E. L. Brown, St. Thomas; F. J. 
Butson, Exeter; D. D. Carpeneto, Sarnia; L. L. Crowe, 
North Bay; R. J. Dooley, Ottawa; W. R. Dowd, Kinburn; 
M. G. Drutz, Toronto; F. L. Eberhart, Meaford; L. M. 
Emard, Cornwall; J. A. Evans, Toronto; W. R. Fraser, 
London; R. B. Gammie, Hespeler; D. Gemmell, Strat- 
ford; F. M. Goodfellow, Westport; W. G. Gray, Mark- 
dale; D. A. Harvie, Collingwood; H. H. Hetherington, 
Brampton; R. M. Hines, Oakville; M. E. Hobbs, Mill- 
brook; D. E. Hunt, St. Catharines; J. A. Johnston; 
Carleton Place; W. V. Johnston, Toronto; C. R. Kemp, 
Stoney Creek; W. G. Kenny, Hamilton (deceased); H. 
Kingstone, Toronto; P. A. Kinsey, Toronto; N. Landis, 
Toronto; H. H. Lee, Hamilton; S. W. Leslie, Toronto; 
N. N. Levinne, Toronto; H. I. MacIntyre, Harrietsville; 
J. R. and J. A. Macpherson, Duart; J. C. MacWilliam, 
Chatham; J. Markowitz, Toronto; C. B. Munro, Pem- 
broke; E. T. Mutrie, Guelph; W. H. Orr, Ridgetown; 
N. A. Ost, Fort William; L. G. Payne, Dresden; A. H. 
Pinchin, Midland; I. Pollock, Toronto; F. A. Procunier, 
Waterford; H. T. W. Reason, London; T. T. Samis, 
Toronto; R. E. Sidenberg, Sarnia; T. H. Smellie, Prescott; 
St. Joseph’s Hospital Clinical Society, Toronto; G. R. 
Stewart, Hamilton; F. J Taylor, ‘Toronto; J. A. 
Thomson, Ottawa; J. W. Tomlinson, Toronto;  T. 
Tweedie, Hamilton; G. D. Vine, Strathroy; C. M. Warren, 
Toronto; R. Weylie, Cayuga; W. A. Wilford, Wiarton; 
W. W. D. Williams, Pembroke; C. F. Wright, Weston; 
M. Zeldin, Toronto; Anonymous Donation. 


PrINcE Epwarp IsLAND 


Drs. L. G. Dewar, O’Leary; J. A. McMillan, Charlotte- 
town. 





414 Fitm Norte 


QUEBEC 


Drs. S. S. Brown, Granby; J. Cartier, L’Annonciation; 
H. B. Church, Aylmer East (deceased); R. L. DuBerger, 
Sherbrooke; H. J. G. Geggie, Wakefield; R. F. Kelso, 
Macdonald College P.O.; A. Rioux, Quebec; M. R. 
Stalker, Ormstown. 


SASKATCHEWAN 

Drs. E. H. Hitsman, Strasbourg; C. J. Houston; York- 
ton; S. A. Orchard, Saskatoon; H. A. L. Portnuff, Yorkton; 
P. Potoski, Yorkton; L...M. Read, Regina; P. J. Rogal, 
Milden; J. H. Schropp, Cudworth; P. L. H. Warren, 
Kelvington; F. Werthenbach, Unity. 


YuKON TERRITORY 
Dr. P. F. Dubois, Whitehorse. 





FILM NOTE 


THE EARLY HANDLING OF 
NECK AND BACK INJURIES 


IT IS DIFFICULT to assess the number of persons 
who sustain neck and back injuries, but it is 
evidently quite considerable. Most persons at 
some time or other have sustained such injuries 
in some form. Detailed histories from _post- 
traumatic paraplegics frequently contain such an 
alarming account of the worsening of their symp- 
toms when being rendered first aid and/or trans- 
portation that it amounts to more than a 
suspicion that improper handling has caused 
needless damage actually to the spinal cord. It 
requires very little imagination to see how easily 
a fractured vertebra could incise the spinal cord, 
making the patient a permanent paraplegic. 

A new film, produced by the National Film 
Board under the advice of Dr. Harry Botterell, 
Dr. Robert Mustard, Dr. A. T. Jousse and Dr. 
Harvey Doney, sets out to teach the proper 
procedure in handling neck and back injuries. 
It lasts about fifteen minutes; interest is well held 
and the film would not be upsetting if shown 
to lay audiences. The commentary is clear and 
instructive and great care is taken to show how 
such injuries should receive first aid treatment 
and transportation. The casting of the film and 
its general presentation are well harmonized, 
and there are no unnecessary side interests or 
personalities to detract from the instruction. 

The film can be recommended as suitable for 
doctors, medical students, nurses, ambulance 
men, first aid parties and other medical person- 
nel. It has an educational value and is of general 
public interest, but perhaps not suitable for 
children. 

It is now available from Mr, George Black- 
burn, Director of Information, Department of 
Labour, Ottawa, Ontario. 


KENNETH HAZELL 
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MEDICO-LEGAL 


MISLAID FOREIGN BODIES 
DURING SURGERY 


I. SPONGES 
J. H. B. HILTON, M.D.,* Ottawa 


AS TIME GOES ON, new cases continue to come to 
the attention of the Canadian Medical Protective 
Association in which surgeons, during operations, 
have left sponges or instruments in the abdomen 
or in the incision, In previous articles! some of 
these cases have been reported. Further examples 
of similar accidents will be presented in this 
present series of short articles.+ 

Missing sponges.—With the number of surgical 
operations being carried out daily in this coun- 
try, it is perhaps surprising that more such acci- 
dents do not occur. Sponges are still left in the 
abdomen, although the almost. universal pre- 
caution of counting laparotomy sponges or pads 
has done much to make this accident less common. 
However, blind reliance on the operating room 
nursing staff to account for all sponges used is 
not enough for the surgeon. Ultimately it is his 
own responsibility to be sure that no sponge or 
pad is left in the abdomen or wound. It is true 
that, should a sponge be found in a patient and 
the operating surgeon can show that a sponge 
count was done, recorded and signed as correct 
by the operating room staff, his likelihood of 
being shouldered with the whole responsibility 
is much less. 

In these days when sponge counts are con- 
sidered a normal part of surgical operative tech- 
nique, the surgeon must never forget to make 
sure that such counts are made, are accurate and 
are recorded and signed. Failure to remember 
this resulted in a recent case for which the Cana- 
dian Medical Protective Association paid $2,915 
damages and costs for the surgeon. 

In 1952 a surgeon operated upon a woman in 
a large, well-run hospital in a good-sized city. A 
presacral neurectomy, uterine suspension and 
appendectomy were carried out. Following 
operation the patient ran a stormy course with a 
fluctuating temperature and signs of paralytic 
ileus. A flat film of the abdomen taken at that 
time showed an irregular shadow at the level of 
the fourth lumbar vertebra. This was thought to 
be the wound dressing which had not been re- 
moved before the radiograph was taken. The 
patient appeared to recover, went home and 
carried on apparently in fairly good health. 
About a year later she developed intestinal ob- 
struction, At operation another surgeon found 
the obstruction to be due to a large laparotomy 


*Assistant Secretary-Treasurer, Canadian Medical Pro- 
tective Association. 

+Further items in this series will appear in our issues 
of September 15 and October 1. ; 











Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


pad which was in the right epigastrium, densely 
bound down with adhesions and surrounded by 
omentum, It was removed and the patient made 
an uneventful recovery. 

It was found out later that there was no record 
of a sponge count having been carried out, much 
less certified correct. This is an example of the 
point brought out earlier in this article of the 
surgeon working in a hospital where sponge 
counts are supposedly routine and where, be- 
cause of this, the surgeon has a false sense of 
security. Had the surgeon made a habit of always 
asking whether the count had been done and 
was correct before closing the abdomen, perhaps 
this accident could have been prevented. If, de- 
spite this, a sponge was left in the abdomen, the 
surgeon would have been on much firmer ground 
as far as his own defence was concerned. 

This case also illustrates one further point. 
Laparotomy sponges should have a radio-opaque 
ring or other device so that they can be identified 
easily by radiograph should they be left in the 
abdomen. In the case quoted above, a flat film 
of the abdomen was taken shortly after the first 
operation; a shadow was seen but could not be 
identified as a laparotomy pad because there was 
no identification ring or other marker attached 
to it. The same requirement is essential for all 
gauze swabs used either on sponge sticks or in 
any other way during an operation. Gauze 
squares can be obtained which contain radio- 
opaque fibres so that they too may be identified 
by x-rays. 
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POLIOMYELITIS 


To the Editor: 


The highlight of my attendance at the recent meetings 
of the British and Canadian Medical Associations in 
Toronto certainly was not the panel discussion on 
poliomyelitis, Though it was very well organized one 
came away feeling that the profession is permanently 
sold on the idea “there is no treatment for poliomyelitis”. 
Therefore we must suffer its horrors until Salk vaccine 
or its counterpart is perfected and made 100% effective. 
And our British colleagues are content to wait and see. 

Fortunately for many, but not nearly enough, a few 
of us have been successful in therapy in the acute case 
of poliomyelitis, I refer to the work of Drs. Ortiz and 
Calcada of Mexico City; Dr. R. R. Scoby of Syracuse, 
N.Y.; and myself. Working independently and unknown 
to each other we have found that iodine therapy will 
control acute poliomyelitis. 

Quoting from Drs. Ortiz and Calcada, “Colloidal 
iodine solution was the only medication used. Sympto- 
matic relief was prompt and remarkable in all cases. 
Headache, spinal rigidity, pain in the neck, fever, tremor, 
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irritability, and_ positive Kernig sign all disappeared 
within 12 to 24 hours of the first injection. Recovery was 
complete, with no sequelz of infantile paralysis.” 

Dr. Scoby and I concur in this finding and 
recommend its use, or some modification thereof, to any 
practitioner faced with a poliomyelitis problem. The 
response to this therapy is most rewarding. 

I have also learned that a German doctor is linking 
poliomyelitis with hypothyroidism. I have, I am sorry 
to say, failed in obtaining his reports. 

My personal findings, during the epidemic years of 
1952 and 1953 and with endemic cases in 1954 and 1955, 
link poliomyelitis control and immunity very closely with 
iodine metabolism. Dr. Louis Gershenfeld of Philadelphia 
has confirmed my opinion that iodine is a virucide, 
proving its virucidal quality in solutions of a few parts 
in a million in five to ten minutes’ contact with poliomye- 
litis virus Type I. But in the human subject the virucidal 
reaction is not always 100%, as two of my 1954 cases 
made a complete recovery on iodine therapy while expel- 
ling poliomyelitis virus Type I in the stool. This would 
imply that a secondary reaction shortly comes into play, 
a reaction I have observed since 1952. This appears to 
be an activation of antibody reaction. 


Another rather unexpected reaction noted in 1954 was 
that in two of my patients antibody titres after recovery 
were so low that they are, I would say, lacking in im- 
munity against the type they have already had. Could 
these be representative of the group who fail to im- 
munize with Salk vaccine? 


As a prophylactic medium, iodine appears to be of 
value for approximately 60 days, after which the iodine 
level falls below par and must be renewed. 

The success of this therapy rests in early diagnosis and 
early treatment. It would be of tremendous help to 
clinical diagnosis if we had a rapid confirmatory test for 
poliomyelitis. 

My present therapy is 7% grains (0.5 g.) sodium 
iodide intravenously every third day in bulbar polio, and 
Iodaminal one tablet 3 times a day for 10 days in spinal 
cord poliomyelitis. ‘ 

May I again urge the use of this simple, harmless 
therapy by any treating acute poliomyelitis. 

J. F. Epwarps, M.D. 
615 Medical Arts, 
Winnipeg, Manitoba, 
June 30, 1955. 





PYOGENIC LIVER ABSCESS 


To the Editor: 


The report by Drs. Aikens, Ross and Noble (Canad. 
M. A. J., 73: 133, 1955) is of considerable interest. In 
their preamble they quote Hays et al. as recording 
several cases of liver abscess which “were probably 
ameebic”, The diagnosis of amoebic liver abscess should 
be considered in the differential diagnosis of severe upper 
abdominal pain in any person who has at any time es 
in the tropics and in patients whose environmental and 
a9 hygiene is of a low standard even though they 

ave always lived in a temperate climate. Dobell (1921) 
reported a 7 to 10% carrier rate amongst the civil popu- 
lation of England, and Faust (1942) suggested that the 
incidence of carriers in the United States was as much 
as 20%. 

Aikens et al. appreciate the need to look for the 
ameebic liver abscess in a temperate climate but seem to 
suggest that it is necessary that the Entameeba histolytica 
should be proved the cause “beyond the shadow of 
doubt.” This unfortunately is rarely possible, and even in 
tropical centres where many cases are seen, the diagnosis 
is by inference. Absence of the active organism from 
aspirated pus is the common finding and unless the last 
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few cubic centimetres of pus are examined or scrapings 
from the wall of the abscess taken at open drainage, the 
trophozoite is rarely seen: in those centres mentioned 
above, culture of the organism from the pus is sometimes 
undertaken, although culture for secondary invaders 
should always be made. The value of the therapeutic 
test with emetine (and more recently with chloroquine 
combined) cannot be overstated even where there is a 
large abscess, although it is sometimes wise not to wait 
too long because of the danger of rupture through the 
diaphragm. 

The belief that amoebic hepatitis has to be preceded 
by overt dysentery is still held but should be dispelled 
together with the tale still told in many textbooks that 
the condition is very rare in tropical indigenous peoples: 
it is found if looked for. 

I have been stimulated to make these comments te- 
cause I have recently observed the carrier state in a New 
Canadian from Northern Europe who _ has _intestinal 
symptoms: it is well to bear in mind that the carrier 
may have active intestinal ulceration although this may 
be minimal, and also that he or she is a potential source 
of infection. GEOFFREY FFRENCH, M.D. 


252 Reynold St. N., 
Oakville, Ont., 
August 3, 1955. 
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ANAESTHESIA INDUCTION 


To the Editor: 


Why do so few surgeons and O.R. staff understand 
that induction of anzsthesia is very hard on the patient 
and the anesthetist when the surroundings resemble a 
boiler factory for noise? While the patient is being pre- 
pared for operation, nurses race into the room and pick 
up instruments from one table and transfer them to 
another; doctors come to visit their anzesthetist friend, 
discuss the time of day, or tell the latest joke; orderlies 
fuss about but do very little, and there are even people 
doing cleaning. All this goes on in a terrible turmoil, 
while the patient is completely forgotten. This chaos is 
terribly disrupting to the patient, who likely spent a 
horrible night of terror dreams, and now is faced with 
huge white walls and ceilings, and immense eyes that 
are blinking lights hanging from the ceilings. The patient, 
even though he appears to be calm, will on examination 
be found to have a racing pulse and wide pupils due 
to terror, and generally to be in a very excitable state. 

The patient I am mainly thinking of is a child, but 
these remarks apply to adults as well. The time that the 
patient exhibits his true. excitement is when we have 
divested him of his inhibitions in the excitable stage; he 
becomes manic, tears bedsheets, and throws nurses from 
one side of the bed to the other. 

Recently I decided to become more unpopular around 
an operating room where we have no anesthetic room. 
Being a general practitioner who does anesthetics, I 
decided to bring the patient into the room and send 
everyone out of this room except one nurse. This nurse 
was forbidden to speak or move. I carried on a running 
quiet-toned conversation with the patient, telling him 
what was to be done, and what type of mask and 
anzesthetic were to be used. Only the name “ether” was 
used because patients do not grasp the long chemical 
names that anesthetists have attached to sleeping 
medicines, The patient was allowed to handle the mask, 
and the siteliel to be used. He was reassured about the 
rapidity of effect. The nurse was not allowed to grasp 
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his hands or arms and force them to his side. The patient 
himself held the mask and was instructed that during the 
anzesthesia, as he became sleepy, he was to tell me so 
that I could relieve him of the job of holding his own 
mask, The results were so wonderful that I now use the 
following routine. . 

Most anesthetics that I give are open ether anesthetics 
with induction by vinethene in a very young patient. For 
older patients, a chloroform-ether combination is used 
for induction. As the procedure carries on, the mask held 
by the patient is gradually relinquished when he begins 
to feel sleepy. No blindfold is fitted over his eyes. He is 
allowed to look around and either asked to count with 
the anesthetist, or asked silly little questions, depending 
on his age. He may even be told a little fairytale which 
may fit in with his particular makeup. 

As soon as the patient has begun to sleep a small 
pillow is slipped underneath the shoulders, allowing the 


Oo 
‘head to fall backward, thereby overcoming the effects 


of having to “hold back the chin.” The head and neck 
assume a position allowing a straight line for the airway 
to be clear without the tongue dropping back into the 
throat. Also, as soon as the patient is beyond the excitable 
stage an intranasal catheter is passed to the larynx, and 
oxygen supplied for the balance of the operating time. 

For the past year I have watched the effect of this 
routine upon patients both before, during, and after 
anesthesia. There is no question but that the stillness of 
the room, the lack of movement of the nurse, the reassur- 
ing stories of the doctor, the general air of confidence 
and peace have produced wonderful results during the 
excitability stage. In the recovery room following opera- 
tion results are equally rewarding and the patient is 
much less confused. 

Patients have been watched very carefully throughout. 
The excitable stage has been reduced to a minimum. 
During the whole operation they are controlled much 
better without excessive sweating and without excessive 
show of shock. As they are coming out of the anzesthetic 
in the recovery room, there are very few signs of rest- 
lessness outside of the ordinary signs of returning con- 
sciousness with some pain. Less anesthetic is used 
because the patient is far better controlled. 

Perhaps this letter may stimulate others to silence the 
boiler factory and improve their results. 

Max ALEXxANDROFF, M.D. 
127 Queenston Street, 
St. Catharines, Ont., 
July 28, 1955. 





PRURITUS ANI 


To the Editor: 


On page 147 of the July 15 number of the Journal is 
a short paragraph on “Pruritus Ani.” This was part of 
an address by Dr. David I. Williams of London, England, 
in the Section of Dermatology. This condition is one of 
the most stubborn that the proctologist sees and has 
usually been treated unsuccessfully by the dermatologist 
with x-rays and some old-fashioned remedies mentioned 
by Dr. Williams. Some authorities consider that 80% of 
these patients, particularly night scratchers, have thread- 
worms. I have seen numerous patients treated with 
x-rays without even a low endoscopic examination which 
would have shown large numbers of embryos of oxyuris. 
A week’s treatment cured the agonizing pruritus. Dr. 
Williams does not mention allergy. Chocolate, in my 
experience, is one of the most frequent offenders. Pea- 
nut butter and peanuts, and honey are a few of the most 
common irritants. A young nurse who was addicted to 
cola drinks was in misery and had to discontinue her 
course in training. When she stopped drinking six to 
eight bottles of it a day, the condition cleared up. In- 
fected fissures, papillitis, even hzemorrhoids are all fre- 
quent offenders. 
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Pruritus ani is not a case for the dermatologist and 
certainly requires in severe cases much time and study 


by a proctologist. 
— . F. B. Bowman, M.D., F.R.C.P.[C.]. 


The Medical Arts Building, 
Hamilton, Ont., 
July 30, 1955. 





ANNUAL MEETING 


To the Editor: 


My wife and I were privileged to attend the combined 
meeting of the C.M.A.-O.M.A.-B.M.A., during which we 
enjoyed an overwhelming hospitality. We wish to thank 
all those charming and kind ladies who were so tireless 
in looking after our welfare and who were constantly 
present to answer all our (perhaps) silly questions and 
ridiculous demands. In this atmosphere the time of 
course passed all too quickly, with the result that we 
were reluctant to leave. We hope to be able to renew 
our acquaintanceship with all those nice people and to 
repay some of their hospitality at no distant tuture. 

R. ErskinE-Grey, M.D. 
10 Harley Street, 
London, W. 1, 
July 30, 1955. 
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The London Letter 


(from our own correspondent) 


POLIOMYELITIS VACCINE 


Poliomyelitis and politics are proving as uneasy bed- 
fellows over here as in the United States. In a speech 
delivered at a luncheon organized by the National Fund 
for Poliomyelitis Research on July 15, Dr. G. S. Wilson, 
the director of the Public Health Laboratory Service, 
which is administered by the Medical Research Council 
for the Ministry of Health, caught the headlines with the 
following statement: “Last month the Minister of Health 
stated that the trial of Salk vaccine which the Medical 
Research Council intended to hold*this year had been 
postponed. It would now be more correct to say can- 
celled. The truth is that the use of the Salk vaccine has 
now been thrown right back to the experimental stage 
—into the melting pot, in fact.” The Ministry of Health 
immediately issued a statement saying that Government 
policy still rested on what the Minister had said in the 
House of Commons, adding: “So far it has been found 
best to abandon the idea of using the original form of 
the Salk vaccine, but modifications of the Salk type of 
vaccine are certainly still the subject of research.” 

According to Dr. Wilson, this research is taking the 
form of experiments to find ,a safe type of vaccine made 
from less virulent strains than the Salk vaccine. For this 
reason a unit is to be established at Fajara in the Gambia, 
where there is reason to believe that suitable strains of 
low virulence may be found. According to the Minister 
of Health, the Medical Research Council has advised 
that no vaccine containing the Mahoney strain of type 
I virus should be used in the immunization of children. 
Whatever the technicalities may be, the country has been 
left in no doubt as to what the Medical Research Council 
thinks of the present status of poliomyelitis vaccine. In 
Dr. Wilson’s words: “Though outstanding progress has 
been made we are still, I believe, only in the early 
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stages of our endeavour . . . Probably many long years 
of research will be needed betore the goai is reached 
. . . There have been too many examples in medical 
history of disaster following misguided enthusiasm 
on the part of the investigator himself or because of 
external political pressure.” 


THE BAN ON HEROIN 


According to an official statement issued by the Home 
Office, the deputation trom the council of the British 
Medical Association received a chilly reception trom the 
Home Secretary and the Minister of Health when they 
attended to ask that the decision to cease authorizing 
the manufacture of heroin be reversed, or at least modi- 
fied. The grounds upon which the deputation made their 
request were that heroin is an essential drug for certain 
purposes, and that the view of the medical profession 
had not been ascertained before the Government reached 
its decision to ban the drug. The Home Secretary’s reply 
was that the Government had taken over four years to 
reach its decision and that the Association had had ample 
time to make its views known had it wished to. To the 
suggestion that the drug might still be made available 
in this country but banned tor export, he retorted that 
if the drug is considered indispensable for the relief of 
suffering it would be difficult to prohibit its export—for 
example, to the Colonies. The interview concluded on 
the classical civil-service note that before giving a final 
answer the Home Secretary would “consider most care- 
fully” the deputation’s representations. 


*Epmemic CLoses TEACHING HosPITAL 


The Royal Free Hospital, one of the London teaching 
hospitals, has had to be closed temporarily for the 
admission of patients because of an outbreak of glandular 
fever among the nursing staff. The outbreak started early 
in July when an American social worker contracted the 
disease, and by the end of the month there were 75 
cases, including the Matron. The hospital, which has a 
staff of around 200 nurses, and 243 beds, is expected to 
be closed for at least a fortnight. This is the first time 
— its founding in 1828 that the hospital has had to 
close. 


"Appy ’AMPSTEAD ? 


According to its medical officer of health, Hampstead 
usually has the highest suicide rate in England and 
Wales: 287 per million of the population in 1950. The 
excess rate of suicides in Hampstead is about 60% over 
the average for London as a whole. The excess seems 
to be evenly distributed between the age-groups and 
the sexes, with the exception of an excessive number of 
suicides in the 55-59 age-group among men. The excess 
of suicides is attributed to personal factors, partly 
associated with the social class distribution of the Hamp- 
stead population. A large proportion of the population 
live in lodgings, boarding-houses and rooms, and it is 
suggested that in these live many people who have been 
attracted to London by stories of wealth and opportunity. 


London, August 1955. WituiaM A. R. THOMSON 





MEDICAL SOCIETIES 


CANADIAN PSYCHOANALYTIC 
SOCIETY 


Dr. René Spitz, of the Berlin, Paris and New York 
Psychoanalytic Institutes, delivered the first Francoise 
Boulanger Memorial Lecture on January 15 at the Uni- 
versity of Montreal, before an audience of some 250 
psychiatrists, psychologists, social workers and students 
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from various faculties. Speaking on “Stress in Infancy,” 
Dr. Spitz drew a striking parallel between Selye’s gen- 
eral adaptation syndrome and what he termed the emo- 
tional deprivation syndrome, with its alarm reaction, 
followed by a stage of resistance leading to final exhaus- 
tion. The lecturer’s conclusions were remarkably well 
illustrated by a film which he had made in nurseries. 
Prof. Hans Selye opened the discussion. 

J. B. BouLANGER 





OBITUARIES i 


DR. JOHN HENRY CONKLIN died on August 5, aged 
79. He went from Ontario to Manitoba in 1885 and 
received his education in Winnipeg schools, the Univer- 
sity of Manitoba and Manitoba Medical College. Before 
entering the study of medicine he taught for seven 
years, including three as principal of Melita school. From 
1910 to 1946 he practised in St. James and took an 
active part in the life of the community. For 25 years 
he was a member of the school board and for six years 
a member of St. James municipal council. He is survived 
by his widow, two daughters and two sons. 


DR. FREDERICK KENNETH GUY, 39, associated with 
the industrial hygiene division of the Ontario Department 
of Health where he had been doing work in connection 
with silicosis since 1950, died at the Toronto General 
Hospital on August 3 of a heart attack. 

Born and educated in Kingston, he received his medical 
degree from Queen’s University in 1940. 

Dr. Guy is survived by his widow. 


DR. CHARLES CAMPBELL MANLY, 59, director of 
the Prince Albert Health Region, Sask., since 1951, died 
in hospital at Prince Albert on August 11 after a long 
illness. Dr. Manly was a pioneer in the organization of 
health regions in Manitoba and in Saskatchewan where 
he organized the Prince Albert region. He was born in 
Brandon, Man., received his primary education there, 
and graduated from the University of Manitoba in 1932. 
After internship at the Vancouver General Hospital, he 
practised in Rossburn, Man., until 1940. 

For some time he was on the staff of Fort Osborne 
Military Hospital in Winnipeg. In 1943 he was appointed 
officer commanding No. 10 field hygiene section, 
R.C.A.M.C., and served in England and on the Con- 
tinent. During World War I he was a Lewis gunner in 
Princess Patricia’s Light Infantry in France. 

After discharge in 1945 Dr Manly organized a health 
region at Portage la Prairie, Man. He also practised in 
Flin Flon and Weyburn. 


DR. WILLIAM WRIGHT MOFFATT, chief of staff of 
the Port Colborne General Hospital and head of the 
Moffatt Clinic in Port Colborne, Ont., died on July 29 
after a short illness, at the age of 61. 

Dr. Moffatt was born in Teeswater, Ont., where he 
received his early education. After taking his medical 
degree at the University of Toronto, he interned at 
Toronto General Hospital and the Hospital for Sick 
Children, He then began the practice as surgeon in Port 
Colborne in which he continued for 30 years. 

He is survived by his widow and four sons. 


DR. RALPH H. PALMER, a Brantford physician for-61 
years, died at the age of 90 in the Brantford General 
Hospital on July 30. 

A native of Balsam, Ont., Dr. Palmer was educated in 
Toronto and London, England. He graduated from the 
University of Toronto in 1889 with a Bachelor of Medi- 
cine degree, continued his studies in London, and began 
his practice as surgeon and general practitioner in Brant- 
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ford in 1894. He was physician at the Brant County jail 
and the Mohawk Institute, and was medical adviser to 
the Canadian Order of Foresters. Dr. Palmer served as 
lieutenant-colonel in the Dufferin Rifles. 

He is survived by two sons. 


DR. BERTRAM H. ROBERTS, 34, of Orange, Conn., 
died on August 12 when a cruise schooner capsized in 
Chesapeake Bay, Md. Dr. Roberts, a native of Toronto, 
was assistant professor of psychiatry at the. medical 
school of Yale University. He graduated from the Uni- 
versity of Toronto in 1944 and after a year’s internship 
at St. Michael’s Hospital he joined the R.C.A.F. as a 
medical officer. He had been on the Yale medical school 
staff since 1950, first as an instructor and then as an 
assistant professor in social psychiatry. 

Dr. Roberts is sapetel by his widow and two 
daughters. 


DR. JOHN THOMAS WHITE of Toronto died July 29, 

after a short illness, at St. Michael’s Hospital. He was 40. 
Dr. White was born in Ottawa. He was educated at 

Fort William, and graduated with a medical degree from 

the University of Toronto in 1940, During the war he 

served as a medical officer with the R.C.A.F. in Canada. 
Surviving are his widow and two children. 


DR. JANET STELLA DARLING, resident physician at 
the Angada Children’s Hospital, Kingston, Ont., died in 
the Kingston General Hospital on June 8 at the age of 
29, after a brief illness. Dr. Darling was born in 
Edinburgh, and in 1949 she graduated in medicine at 
Edinburgh University. She did postgraduate work in 
various British hospitals (Edinburgh, Bradford, Halifax, 
and Dumfries) and then carried on a general practice in 
Edinburgh from 1952 to 1954. In 1954 she joined the 
Pediatric Department of the Kingston General Hospital 
and Queen’s University, where she did an exceptionall 
fine job -as resident physician. Her untimely dea 
occurred about one month before her intended date of 
departure, when she was to return to her practice in 
Scotland. 

The many Canadians who had the privilege of knowing 
Janet Darling during the past year will long remember 
her. She demonstrated exceptional professional ability, so 
that she was highly regarded by her colleagues and the 
nursing staff alike. In a most natural, unassuming way, 
she instilled confidence in her young patients and their 
parents. Above all, her friends count themselves for- 
tunate in having known a person with such a capacity 
to ye life, coupled with the ability to radiate this joy 
to others. 


SIR ARCHIBALD COLLINS. 


We regret to announce the death, on June 24, of Sir 
Archibald John Collins, President of the *ederal Council 
pas the British Medical Association in Australia. He was 

The son of James P. Collins, a Canadian and an M.A. 
of the University of Toronto, Sir Archibald was born 
at Lismore, New South Wales. Educated in Australia, 
he graduated M.B. in 1913 from the University of Sydney 
with first-class honours. In 1914 he was awarded the 
Walter and Eliza Hall travelling scholarship for medical 
research, but chose to become a resident medical officer 
in the Royal Prince Alfred Hospital in Sydney in order 
to be free to enter the armed services when called. For 
his service in France with the Australian Imperial Forces, 
he was awarded the D.S.O. and M.C. At the close of 
the war, he returned to the staff of the Royal Prince 
Alfred Hospital and in 1920 became medical superinten- 
dent there. In 1923 he began his practice as consulting 
physician and continued in it till his death. 

Sir Archibald had been active in British Medical 
Association affairs for 25 years and played a prominent 
part in the establishment of Australia’s National Health 
Service. He is survived by his widow, Lady Collins, and 
two sons. 
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ABSTRACTS from current literature 


MEDICINE 


Management of Refractory CEdema in 
Heart Failure. 


Rusin, A. L. et al.: ANN. Int. MEp., 42: 358, 
1955. 


In the early stages of congestive heart failure most 
patients can be maintained cedema-free by such 
measures as limited activity, the use of digitalis, a low 
salt diet, or occasional mercurial diuretic injections. 
However, a small proportion (probably 1%) of all 
patients with congestive heart failure present a problem 
of refractory ema when first seen. Although this 
number is small, these patients represent serious thera- 
peutic problems and require more vigorous aprlication 
of therapeutic measures. Unfortunately, as the disease pro- 
growes, most of these patients develop a relatively re- 
ractory state to mercurial diuretics. In some of these 
apneeeny refractory cases, a more effective application 
of the usual therapeutic measures will sometimes pro- 
duce results. However, there are a certain number of 
patients with refractory cedema due to heart failure, 
who have progressed in the natural history of their 
disease to a point at which the defect producing salt 
and water retention cannot be modified by the usual 
therapeutic measures. 


This report is concerned with cardiac cedema refrac- 
tory to usual methods of treatment. In this study, it was 
found that most patients with refractory cedema have no 
electrolyte imbalance before vigorous treatment. Nine 
episodes of refractory cedema due to congestive heart 
failure were studied, and restoration of responsiveness 
to mercurial diuretics was accomplished by the produc- 
tion of a hyperchloreemic acidosis by acetazoleamide 
(Diamox) or a combination of this and ammonium 
chloride. No untoward effects of either the hyper- 
chlorzemia or the acidosis were observed. 

In patients with refractory oedema due to heart fail- 
ure no significant diuresis resulted from the use of 
acetazoleamide alone, although hyperchlorzmic acidosis 
of moderate degree was produced irrespective of diuretic 
response. Following cessation of acetazoleamide therapy, 
response to mercurial diuretics returned. The mercurial 
diuretic was always given after cessation of acetazolea- 
mide therapy. Maximal diuresis with the mercurial 
diuretic occurred on the second day after acetazoleamide 
was discontinued. S. J. SHANE 


Observations on the Antibody Content of the 
Blood in Patients with Multiple Myeloma. 


Lawson, H. A. et al.: NEw ENGLAND J. MED., 
252: 18, 1955. 


A carefully controlled study of nine patients with 
multiple myeloma demonstrated a complete absence, or 
a marked and increasing deficiency on serial testing, of 
all antibodies tested for. Similar testing of a control 
group of similar age showed no such deficiency. Since 
the only other disease state known to show a comparable 
deficiency of antibodies is agammaglobulinemia, anti- 

y estimation may prove to be a valuable diagnostic 
test in multiple myeloma. 

The marked lack of antibodies in the presence of 
hyperglobulinzemia and the increased plasma cell pro- 
duction characteristic of myelomatosis suggests that these 
malignant plasma cells are incapable of forming anti- 
bodies, a function ascribed to the plasma cells of the 
normal individual. 

The lack of antibodies in multiple myeloma probably 
explains the frequency of pulmonary infections, evident 
in many of these patients. NorMaNn S. SKINNER 
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Cerebral Vasothrombosis in Cardiac Disease. 


ScHEINKER, I. M.: ANN. Int. MeEp., 42: 128, 
1955. 


Many known factors in congestive heart failure predis- 
pose to the development of intravascular thromboses: 
(1) Decrease in cardiac output and therefore in the rate 
of blood flow through vascular channels. (2) In some 
types of congestive failure, an absolute and relative in- 
crease in the circulating red cell mass, increasing blood 
viscosity and favouring thrombosis. (3) Inactivity in- 
cident to the failure, favouring slower intravascular flow. 
(4) Changes in the intima or vessels, common in the de- 
generative types of heart disease. (5) In the recovery 
period in heart failure, the occurrence of diuresis re- 
sulting in a relative hemoconcentration. The hzmatocrit 
may rise above normal with profuse diuresis. Digitalis, 
mercurial diuretics and even bed rest alone favour this 
diuresis. This is favourable to relief of congestive failure, 
but may predispose to development of intravascular 
thrombosis. Evidence points to the fact that neither 
digitalis nor the mercurial diuretics exert a thrombo- 
philic effect directly, but only through the hzmocon- 
centration incident to diuresis. 


The authors report on the occurrence of cerebral vaso- 
thrombosis in 15 cases of cardiac disease. The out- 
standing feature was the thrombotic occlusion of small 
veins of the cerebral cortex in the absence of occlusion 
of — cerebral blood vessels. The predominant cerebral 
manifestations consisted of various degrees of mental 
disturbances associated with focal neurological signs 
such as hemiplegias, epileptic seizures and cerebellar 
symptoms. 

The authors suggest investigations of the use of anti- 
coagulants in all cases of heart failure to aid in the pre- 
vention of cerebral vasothrombosis in cardiac diseases. 

S. J. SHANE 


f 


Transmission of Infectious Mononucleosis. 


Hoactanp, R. J.: Am. J. M. Sc., 229: 262, 
1955. 


Although the great incidence of infectious mononucleosis 
among college students and Armed Forces personnel is 
well known, very little is known regarding the manner 
of transmission of this disease and its communicability. 
There is an incompatibility between reports of “epi- 
demics” of mononucleosis on the one hand and the 
almost uniformly unsuccessful attempts to transmit the 
disease to man and animals on the other hand. 

It is well known that infectious mononucleosis rarely 
occurs in room-mates or as a cross-infection on open 
hospital wards. Reports of so-called “epidemics” before 
the discovery of the heterophile antibody reaction are 
undependable, because it is uncertain whether the dis- 
eases described were in fact mononucleosis. 

Epidemics reported since 1932 are characterized b 
an aadaes of subclinical cases and usually by a lac 
of positive heterophile reactions. The writer believes that - 
these “epidemics” have been instances of a disease or 
diseases related to, but not identical with, infectious 
mononucleosis. Sporadic instances of unquestionable 
mononucleosis in children are rare, and the writer 
believes that reports of epidemics among children are 
unreliable. 

In view of the practical impossibility of the experi- 
mental transmission of infectious mononucleosis, the 
author believes that this disease is transmitted chiefly 
by direct intimate oral contact which allows for salivary 
exchange, and that the incubation period of the disease 
is between 33 and 49 days. This hypothesis may explain 
the rather narrow age incidence, ey increased seasonal 
incidence in collegians (that is, after vacations), the 
fruitless results of attempts at experimental transmission, 
and the absence of transmission between room-mates and 
patients occupying open wards. S. J. SHANE 
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Nonbacterial Regional Lymphadenitis 
(“Cat-Scratch Fever”). 


McGovern, J. J., Kunz, L. J., AND BLODGETT, 
F. M.: New ENGLAND J. MEp., 252: 166, 1955. 


Cat-scratch fever is better termed nonbacterial regional 
lymphadenitis since, while contact with or scratching by 
a cat has been associated with 50% of cases, investiga- 
tion of such cats has revealed that they are apparently 
free of disease. The break in the skin may simply act 
as an inoculation of the causative agent, apparently a 
virus. The disease has been transmitted to monkeys and 
human volunteers. It is usually mild, with fever and a 
papule at the site of inoculation accompanied by 
adenitis in the regional lymph nodes. The adenitis may, 
remain present for several weeks and suppuration, while 
not the rule, occasionally occurs. Some of the broad- 
spectrum antibiotics have been reported to affect the 
clinical course favourably. 

Nonbacterial regional lymphadenitis is probably much 
more common than is generally recognized. The authors 
prepared a skin-testing material from pus obtained from 
the involved lymph nodes of three patients. This was 
then employed as a tuberculin-type test in an effort to 
assess its diagnostic value. All of 18 cases of the disease 
(seen in a five-month period at the Massachusetts Gen- 
eral Hospital) showed positive skin reactions. Two of 
three patients with a past history of the disease likewise 
were positive reactors. Ten positive tests were obtained 
among 99 controls; while such reactions among controls 
were much more common in workers among animals, 
and in the families of patients with the active disease, 
suggesting that these reactions were specific, skin-testing 
would not appear to have a great value in the clinical 
diagnosis of the active disease. NorMaAN S. SKINNER 


Treatment of Acute and Chronic Lead 
Poisoning with Disodium Calcium Versenate. 


WapE, J. F., Jr., AND BurnumM, J. F.: ANN. 
Int. MeEp., 42: 251, 1955. 


Until recently the treatment of lead intoxication has been 
generally unsatisfactory. However, a relatively new metal 
chelating agent has recently been found to enhance the 
7 excretion of lead, and offers for the first time 
considerable promise in the treatment of lead intoxica- 
tion. This agent, disodium calcium ethylenediamine 
tetra-acetate, is also known as Ca EDTA or disodium 
calcium versenate. 


The present report deals with experience in the treat- 
ment of 5 cases of lead poisoning with Ca EDTA. In 
2 cases lead was ingested in an alcoholic drink distilled 
in a car radiator. The remaining 3 patients were em- 
ployees in a lead battery smelting plant. All patients 
were hospitalized and the diagnosis of lead intoxication 
was confirmed by quantitative urinary lead analysis. 
Daily 24-hour urine collections were assayed for lead 
before, during and after treatment. Other appropriate 
laboratory investigations were carried out. The drug 
was given intravenously in a daily dose of 0.5 to 2.0 
g. in 500 ml. of normal saline over a period of one 
to two hours. The patients received an average dose of 15 
g. over a 10-day period of therapy. With this form of 
treatment, the urinary excretion of lead was increased 
more than fifteenfold in all patients. In 2 cases of acute 
lead intoxication, all signs and symptoms disappeared 
dramatically within 2 hours of the first injection of Ca 
EDTA. Certain positive laboratory features, such as 
basophilic stippling, also disappeared within a few days 
of the beginning of therapy. No toxic signs or symptoms 
were observed during or following treatment. It appears, 
therefore, that Ca EDTA affords a safe and effective 
means of treatment in acute and chronic lead poisoning. 


S. J. SHANE 
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Evaluation of Effect of Choline and Inositol 
on Clinical Course and Serum Lipids in 
Angina Pectoris. 


Jackson, R. S. et al.: ANN. INT. MEp., 42: 
583, 1955. 


The question whether lipotropic agents might have an 
effect on atherosclerosis has been the basis for a num- 
ber of studies in animals and man. Attempts at direct 
evaluation have depended upon the administration of a 
test substance to patients who have recovered from a 
myocardial infarction and comparison of the course with 
that of an untreated group of coronary survivors. A 
more indirect approach has been to administer a test 
substance to human subjects and to determine whether 
absolute or relative changes occur in the various serum 
lipids during the test period. In this study, the authors 
have employed both the direct and the indirect ap- 
proaches, using angina pectoris rather than myocardial 
infarction as the disease state to be tested. 

Forty patients with angina pectoris were studied in a 
double-blind experiment to test the effect of a_choline- 
inositol syrup on their symptoms and on the levels of 
plasma lipids. No statistically significant symptomatic 
improvement could be demonstrated. The mean_ levels 
of plasma cholesterol and phospholipid were significantly 
higher during choline-inositol therapy, and fluctuations 
of plasma cholesterol and phospholipid were not 
significantly affected by the deentacdnel treatment. 


The authors conclude that the administration of 
choline and inositol to patients with angina pectoris is of 
no practical value. S. J. SHANE 


Pulmonary Hemosiderosis in Mitral Stenosis. 


Tay.or, H. E., AND StroNG, G. F.: ANN. INT. 
MeEp., 42: 26, 1955. 


Occasionally radiological examination of the lungs in 
patients with mitral stenosis reveals multiple small nod- 
ular densities simulating those seen in miliary tuber- 
culosis, sarcoidosis or pneumoconiosis. These opacities 
have been described as due to heemosiderin deposits 
with surrounding tissue reaction, and in some cases to 
small bony concretions. Because one of the authors 
recently encountered two cases of mitral stenosis with 
diffuse small opacities in the chest radiograph, these 
workers decided to review their material. They therefore 
reviewed the lung tissue sections from 45 individuals 
who had characteristic mitral stenosis at autopsy. 

It was found that focal accumulation of hemosiderin- 
containing phagocytes formed distinct nodules in the 
lungs of 42% of patients dying with advanced mitral 
stenosis. In a further 31%, the lungs presented the more 
classical findings of brown induration. The nodular 
aggregates of siderophages were considered to be the 
end result of repeated small pulmonary hemorrhages, 
caused by chronic venous congestion and pulmonary 
hypertension. 

The hemosiderin is apparently released from the 
phagocytes within the lung and impregnates the elastica 
and capillary basement membranes of the alveolar septa. 
Fragmentation of the elastica may result, but fibrosis is 
not a prominent feature. 

Such aggregates when sufficiently large are opaque 
to x-rays and may appear as miliary densities in radio- 
graphs of the chest. S. J. SHANE 


Chronic Discoid Lupus Erythematosus. 


Tye, M. J. et al.;: New ENGLAND J. Mep., 251: 
52, 1954. 


Quinacrine hydrochloride (Atabrine) has proved to be 
the first effective therapeutic agent in the treatment of 
chronic discoid lupus erythematosus. It brings about 
complete cure or marked improvement in about 60% 
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of cases, although the mechanism of its action remains 
unknown. Despite these good therapeutic results the 
use of quinacrine hydrochloride is accompanied by many 
complications and toxic effects. In an effort to secure 
a sater drug the authors employed two other antimalarial 
agents. Daraprim, unlike quinacrine hydrochloride in 
structure, was without therapeutic effect in five cases 
of chronic discoid lupus. Chloroquine diphosphate 
(Aralen), similar in structure to quinacrine hydro- 
chloride, was found to be very successful in a group of 
26 patients, the skin lesions clearing completely and not 
reappearing for periods of a few’ weeks to several 
months in 22 while the remaining four are improving 
steadily while still under treatment. Minor side reactions 
were evident in only three patients and cleared in each 
case when dosage of the drug was lowered. Two pa- 
tients (one with blond, the other with red hair) showed 
appreciable lightening of hair colour. 

NorMAN S. SKINNER 


SURGERY 


Carcinoma of the Head of the Pancreas. 


Moore, R. G. AND YOUNGHUSBAND, J. D.: 
Brir. J. Surc., 41: 562, 1954. 


A review of 49 cases of carcinoma of the pancreas con- 
tains several interesting comments regarding symptoms. 
Jaundice is often preceded by pain and followed by 
itching, but itching preceded jaundice in carcinoma of 
the ampulla. The disappearance of jaundice may be 
a dangerous feature in deceiving the medical attendant. 
A palpable gallbladder is a most important finding, bein 
present in 63%. The liver is almost invariably enlarge 
and tender, and a separate mass palpable from the head 
of the pancreas was always a serious sign of inoperable 
tumour, Bile pigment was always present in the urine 
but urobilinogen was usually absent. Blood in the stools 
usually meant a carcinoma of the ampulla. Laboratory 
tests may show alterations in plasma proteins, and 
thymol turbidity and alkaline phosphatase reactions. 


The indications for pancreatectomy and for a two- 
stage operation are discussed. The difficulty of differ- 
entiating chronic pancreatitis from carcinoma is very 
great, and biopsy through the duodenum is recom- 
mended. When in doubt a palliative operation is done. 
Before undertaking the radical operation, investigation 
of the portal and superior mesenteric vessels must show 
freedom from invasion. It is disappointing to find in some 
radical excisions that the cut edge of the pancreas is 
carcinomatous; total pancreatectomy may then be a 
next step. 


There were 11 deaths in 29 radical operations. Resec- 
tion was attempted and successfully accomplished in 
. patients up to 84 years of age. Thirteen patients survive 
and are well, the longest period being 56 months. Eight- 
een out of the 49 were considered inoperable; 5 died 
immediately, 3 lived 5 months, and 3 recent cases are 
still living. 

The mortality rate of radical operation for carcinoma 
of the ampulla is much lower, only 1 in 8 cases, and the 
prognosis is better too. Burns PLEWES 


Gastric Carcinoma. 


Moorer, J. R. AND Morton, H. S.: ANN. SuRG., 
141: 185, 1955. 


For a study of all cases of carcinoma of the stomach 
admitted to the Royal Victoria Hospital, Montreal, over 
a 10-year period, 427 cases were available. The common 
symptoms were loss of weight, abdominal pain, vomiting, 
and constipation (in 63%). Perforation occurred in 7 
cases. The longest survivals were found in patients who 
had had symptoms for more than one year. Radiological 
examination revealed the lesion in 92% of cases, but 
there were also false positives. The operative rate was 
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81.7% and resectability rate 38.2%. There were 16 total 
gastrectomies, but the mortality was high and none 
survived over three years. The over-all five-year survival 
rate for 298 cases was 11.7%. Of those undergoing sub- 
total resections for cure 37.5% survived five years, and of 
those with palliative resections 19.5% lived ive years. On 
the basis of lymph node involvement 10.6% with positive 
lymph node findings lived five years, and those with neg- 
ative 36.7%. 

Subtotal gastrectomy, either distal or proximal, is pre- 
ferred to total gastrectomy for most cases. The highest 
five-year survival rate was in the 45 to 49 age group 
(18% over-all), the next highest was in the 35 to 39 
year olds (17%), and the poorest results were in the 
40 to 44 year olds (4%). Burns PLEWES 


Surgical Treatment of Lung Cancer Found on 
X-ray Survey. 


OvERHOLT, R. H., Boucas, J. A., AND Woops, 
F. M.: New ENGLanp J. MeEp., 252: 429, 1955. 


Of 30 cases of asymptomatic lung cancer found on 
routine chest radiograph surveys, and followed up for a 
minimum of three years, the three-year survival rate 
was 30%. This compared with a 12% survival rate in 
a control group of 263 cases with symptomatic lung 
cancer. The authors advocate routine chest radiography 
for all men over 40. This should be done at least 
annually, and preferably semiannually in males who are 
heavy cigarette smokers. Such a procedure would bring 
to surgery a much higher proportion of lung cancer 
nian to cure. Once carcinoma of the lung is sus- 
pected investigation and operation, if indicated, should 
be carried out without delay as procrastination de- 
creases the likelihood of cure. NorMaw S. SKINNER 


Rupture of Abdominal Wounds 


Werser, A.: ACTA CHIR. SCANDINAV., 109: 33, 
1955. ) 


Over a four-year period at Malmo General Hospital, 44 
cases of burst abdomen occurred, an incidence of 
0.65% of 6,641 laparotomies. The complication was most 
common after operations on the stomach and colon and 
was much more frequent in older males. In spite of pre- 
operative efforts to replace vitamins and proteins and 
overcome electrolyte disturbances in patients whose diet 
had been restricted, this was often not achieved. Thirty- 
three of forty-four patients had cancer and in these hypo- 
proteinzemia was often present at operation, and it had 
been demonstrated that healing is slow and catgut loses 
its strength quickly in such cedematous wounds. 

The role of vitamin deficiency, the type of anzsthesia 
and the type of incision are discussed. Tracheal toilet after 
the removal of an intratracheal tube, and early rising, 
are important in prevention. Frequent gastric intubation, 
severe coughing and infection contribute to wound de- 
hiscence. Infection, perhaps subclinical, hurries the ‘ab- 
sorption of catgut. 

The death rate in this series was 27%, with an average 
age of 67. BurNs PLEWES 


Orbital Leukotomy. 


Knicut, G. C. AND TrREDGOLD, R. F.: LANCET, 
1: 981, 1955. 


In a series of 52 cases, mostly of severe depression or 
anxiety not responding to other methods, orbital leuko- 
tomy by a modification of Scoville’s method was per- 
formed with remarkable success. Of the 52, 23 were 
greatly improved, 21 somewhat improved and only 7 
Seenenens. Criteria for selection are difficult to lay 
own. 
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Undercutting of Orbital Cortex in Chronic 
Neurotic and Psychotic Tension States. 


StROM-OLSEN, R. AND NorTHFIELD, D. W. C.: 
LaNnceET, 1: 986, 1955. 


The risk of personality defects has deterred many from 
using leukotomy in chronic neurotic and tension states. 
This difficulty appears to have been overcome by use of 
Scoville’s operation of undercutting the orbital cortex. 
The 27 patients described are divided into 13 with well 
preserved personality (7 of whom had intractable neu- 
roses) and 14 deteriorated psychotics. Of the first group 
® were discharged from mental hospital after operation 
(7 recovered), and of the second group 4 were dis- 
charged (1 socially recovered, 2 improved): Only 5 (in 
the second group) did not improve. Postoperative per- 
sonality changes were negligible. 


OBSTETRICS AND GYNASCOLOGY 


Trends in the Risks of Childbearing and in the 
Mortalities of Infants during the last Thirty 
Years. 


Dovcrias, C. A.: J. Osst. & GyNac. BRIT. 
Emp., 62: 216, 1955. 


As far as individual causes of maternal mortality are 
concerned, deaths resulting from bad obstetrical pro- 
cedures should cease but improvement should also be 
looked for chiefly in toxemias, leading to albuminuria 
and convulsions, and also in embolism. A oe of ante- 
natal rest from social and other worries might secure better 
results. 

As regards stillbirth and neonatal death, more care 
in the selection and execution of obstetrical procedures 
should avoid needless deaths from birth injury. Efforts 
must be made to improve the general physical condition 
of the less financially and socially privileged women; 
more intensive antenatal care is also needed to observe 
and deal immediately with early deviations from the 
normal. At postnatal clinics more instruction in family 
planning is essential to prevent pregnancies occurring 
too rapidly. Ross MircHELL 


Manual Exploration of the Postpartum 
Uterus. 


DucKMAN, S. AND DENNEN, P.: Osst. & 
Gynec. Surv., 5: 628, 1955. 


Manual exploration of the full-term post-partum uterus 
is a safe procedure under proper aseptic precautions. The 
judicious use of this procedure should be encouraged to 
safeguard the parturient from both retention of secund- 
ines and undiagnosed rupture of the uterus. 

Careful inspection of the placenta and membranes 
is essential in the prevention of post-partum hzmorrhage 
resulting from retained secundines. It is not necessary 
to give prophylactic antibiotics after invasion of the 
uterus, provided proper antiseptic precautions are taken. 

Retained placental tissue was responsible for delayed 
post-partum bleeding in 52.1% of the 83 cases in this 
series. Decidual remnants were found in 43.6% and 
subinvolution of the placental site in 4.3%. 

Ross MircHELL 


PAEDIATRICS 


The Use of Phenylpropyl Allophanate (AC 
148) in the Treatment of Epilepsy. 


LrvincsTon, S.: J. Peprat., 46: 394, 1955. 


A new anticonvulsant, phenylpropyl allophariate (AC 
148), was administered to 64 patients with frequent 
epileptic seizures, idiopathic or organic, who had not 





Canad. M. A. J. 
Sept. 1, 1955, vol. 73 


been helped by standard remedies. Fifty-two of the 
patients were under 15 years of age. 

For one month, AC 148 was given in addition to the 
medicine previously used. During the second month, the 
latter was gradually withdrawn, so that in the third 
month, AC 148 alone was being taken. The starting 
dosage was: under 6 years, 350 mg. t.id.: over 6 
years, 500 mg. b.id. The corresponding maximum 
doses were 500 mg. and 1.0 g. 

In 15 of 48 patients with organic epilepsy, attacks 
were completely controlled, and in 8 the number of 
seizures was reduced. In only 1 out of 21 patients with 
idiopathic epilepsy were the attacks controlled, and in 2 
reduced. There were 20 complete failures in the former 
group, and 18 in the latter. Psychomotor attacks were 
uninfluenced in both groups. No irreversible toxic effects 
were met with, and the drug may be a valuable addition 
to our weapons against epilepsy. I, J. Patron 


Ceeliac Disease—What Is It? 
Hott, L. E.: J. Peprat., 46: 369, 1955. 


Reviewing present knowledge, conjectures, and miscon- 
ceptions with regard to idiopathic cceliac disease, the 
author defines it as “a state of malnutrition induced by 
a poorly understood chronic functional disorder of in- 
testinal assimilation.” There is evidence of malabsorption 
not only of lipids but also of sugars and sometimes of 
protein. 

In many well-nourished children a diagnosis of cceliac 
disease has been made and diet restricted, on the 
strength of a single intestinal upset. The reliability of 
the presence of starch granules or stainable fat in the 
stools as an index of the presence of cceliac disease is 
questionable; both may be found in a mild digestive 
disturbance. 

In true cases of cceliac disease, addition of fats and 
starches to the diet increases the fzecal excretion of these 
substances, but also increases their absorption and im- 
proves the clinical picture. Pure polysaccharides appear 
to be well shectbell but the cereal proteins associated 
with wheat flour, potatoes, etc., may cause a relapse in 
some cases. 

The author recommends a complete diet for these 
children—proteins, fats, sugars, vitamins—and prophyl- 
axis against infection. He notes the possibility that some 
patients may have a deficiency of gamma globulin. 

I. J. Patron 


Response of Small Premature Infants to 
Restriction of Supplementary Oxygen. 


ENGLE, M. A. AND Levine, S. Z.: A. M. A. 
Am. J. Dis. Cutxp., 89: 316, 1955. 


In view of the role attributed to oxygen therapy in the 
development of retrolental fibroplasia, a study of the 
effects of early cessation of oxygen administration was 
made in 99 premature babies. Alternate ones were given 
routine oxygen therapy (infants with a birth weight of 
1,650 g. or less were kept in an incubator supplied 
with oxygen until they reached or had regained a weight 
of 1,600 g.): the others were given oxygen treatment for 
only 5 to 17 days, except for 5 babies who. appeared to 
need further treatment. 

No difficulties attended this early withdrawal of oxy- 
gen. Weight gain and further mental and physical 

evelopment were similar in both groups, and the need 
for subcutaneous infusions and for Bl transfusion was 
less in the second group. 

The authors conclude that there is no real need for 
the routine administration of oxygen to premature in- 
fants. When it is indicated, administration should cease 
as soon as symptoms disappear. The resulting saving in 
money and in nursing time is an important practical: con- 
sideration. ; 

The effect on the eyes of this shortened period of 
oxygen administration will be reported later 

I. J. Patron 
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ANAESTHESIA 


The Uses and Abuses of Thiopentone. 


Dunpver, J. W.: Brir. J. ANa&stH., 27: 203, 
1955. 


Thiopentone has been described in such varying terms 
as a “godsend” and “too dangerous a drug for routine 
use.” It is used in some centres in America in between 
one-quarter to one-half of all anzsthetics. In Britain 
thiopentone is more popular, an intravenous thiobar- 
biturate being used for induction in more than three- 
quarters of all cases. 

Its uses have been admirably outlined by Adriani 
(1946): (1) As an anesthetic for very brief surgical 
procedures or induction of anesthesia. (2) Basal nar- 
cotic to supplement nitrous oxide or other more power- 
ful drugs in low concentrations, or in combination with 
analgesics. (3) Anticonvulsant. (4) In hypnotic doses 
combined with spinal or local anzsthesia. Thiopentone 
is an unsatisfactory anzesthetic agent when used alone. 
It possesses very little analgesic power and the margin 
between the dose required for relaxation and that which 
will result in apnoea is very small. 

Although it is considered as a short-acting barbiturate, 
large doses of thiopentone are followed by prolonged 
sleep. A cumulative effect is evident if a dose is re- 
peated within 30 hours. 

Only in very special circumstances should it be used 
as the sole anesthetic agent, except for very minor pro- 
cedures, Thiopentone is a direct cardiac depressant and, 
while the intact healthy cardiovascular system can 
accommodate itself to the effects of small doses, one has 
no way of telling whether the damaged myocardium can 
stand up to large amounts. 

The safety of thiopentone is decreased enormously by 
a rapid rate of injection. Insufficient use. is made of 
dilute solution (2-2.5%). No severe damage to a limb 
has been reported following intra-arterial injection of a 
2.5% solution. It is contraindicated in many conditions, 
including liver dysfunction and respiratory obstruction. 
It is better avoided in patients suffering fre porphyria 
and Addison’s disease, or in severe anzemia. Outpatients 
given thiopentone should not leave the hospital un- 
accompanied. Where the drug is used to control the con- 
vulsions which follow overdose of a local anzsthetic, 
the dosage should be kept to a minimum to avoid pro- 
longed nausea. 

Although thiopentone is by no means the perfect 
anesthetic, if handled properly it can be one of the 
safest agents available. F. Arrour H. WILkINson 


INDUSTRIAL MEDICINE 


Plant Preventive Medicine Pays. 
Luonco, E. P.: INpust. MeEp., 24: 8, 1955. 


That a plant medical programme provides beneficial 
service not only to the employees and the employer but 
also to the community is indicated by this article. 

The importance of the various industrial physical 
examinations—pre-placement, periodic or annual, post- 
illness, and special—is stressed. Each is an important 
preventive measure contributing to the following pur- 
poses: to facilitate placement of a worker in accordance 
with his individual physical or mental fitness; to acquaint 
the worker with his physical status and to assist him in 
improving and maintaining his own good health; to safe- 
guard the health and safety of others. The role of the 
industrial physician is explained, together with his re- 
lation to the private physician and sometimes to union 
representatives, . 
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Emergency treatment of industrial injuries was_per- 
haps the earliest function identified with industrial 
medicine, Today, while it is still imperative in many 
plants that emergency medical facilities be available, 
the complexity of modern industry has brought increas- 
ing importance to the field of environmental hygiene. 
Here too the role of the industrial physician is an impor- 
tant one. The elimination and control of occupational 
hazards, due to various gases, solvents and dusts, is a 
responsibility of the medical department working with 
other departments. Special problems arise in connection 
with the diagnosis and treatment of conditions necessi- 
tating knowledge of the chemistry and toxicology of the 
substances involved. Supervision of personal hygiene is 
often an important responsibility of the plant physician, 
and more recently he has been drawn into the important 
field of mental hygiene. In the author’s opinion indus- 
trial medicine has, on the whole, done an informal but 
effective job of human and public relations with the 
working man or woman. 

An effective medical programme pays management in 
the following ways: (1) it helps to raise morale among 
employees; (2) it helps improve worker productivity; 
(3) it helps to reduce accident costs and insurance costs; 
(4) it improves the quality of the organization’s working 
force; (5) it gives management another channel of com- 
munication with employees; (6) it increases acceptance 
of the organization by the general public. 


Marcaret H. WILTON 


Asthma in Industry. 


Brown, E. A. AND Cotomso, N. J.: Inpust. 
Mep., 24: 31, 1955. 


The asthmatic patient must be studied as an individual 
whose asthma is measured against the background of the 
occupational and home environments, physical and 
psychological. The role of the plant doctor is significant, 
as he is in a position to estimate the effects of work 
environment. thereby discovering industrial causes for 
asthma. Their removal from the work environment will 
improve the patient’s general health and tend to lessen 
asthma at other times. 

Asthmatic working patients can be grouped into the 
following categories: those in whom the working con- 
ditions are primary causes of wheezing; those in whom 
they act as secondary causes; those in whom they may 
non-specifically aggravate coexisting asthma; those in 
whom the working conditions may be unrelated; and 
those whose attacks are precipitated by psychogenic 
factors in the industrial environment. 

The author, who is a plant physician, discusses each 
type from his own experience. He considers the over- 
lapping of causes, medical-legal aspects, and the proper 
placement of certain patients. The patient is exposed to 
inhalant allergens at home, en route to and from work, 
and on the job. A completed questionnaire serves as a 
basis for a complete history and environmental survey. 
He then presents the picture, as revealed by personal 
and family history coupled with a physical examination, 
of each of the following types of asthma: atopic, infec- 
tious (acute and chronic), psychogenic, physical, naso- 
genic (reflex), cardiac, locally obstructive, and due to 
drug reactions. In some cases, treatment is suggested. 

Reference is made to a recent statement that, for ad- 
ministrative purposes, the employee with asthma is to 
be considered as having a permanent disability, his iob 
assignment being handled analogously to that of other 
handicapped workers, such as amputees or cardiac 
patients. It is often difficult for an employee to com- 
prehend that changing the job may be to his benefit and 
advantage. This applies particularly to the older, long- 
service employee who may lose the opportunity of 
utilizing long-acquired skills and experience, and some- 
times seniority. © Marcaret H. Witton 
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CANADA 


CANADIAN SOCIETY FOR THE STupY OF FERTILITY, Royal 

York Hotel, Toronto, Ont. (Dr. Earl R. Plunkett, Secre- 

tary Treasurer, Canadian Society for the Study of Fer- 

oa 469 Waterloo Street, London, Ont.) October 6-8, 
Do. 


UNITED STATES 


INTERNATIONAL COLLEGE OF SURGEONS, Twentieth An- 
nual Congress, Convention Hall, Philadelphia, Pennsyl- 
vania. (Dr. Jerry Zaslow, Registration Chairman, 1351 


Tabor Road, Philadelphia 41, Pennsylvania. ) September, 


12-15, 1955. 


ANNUAL ASSEMBLY IN OTOLARYNGOLOGY, University of 
Illinois College of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. (Dr. F. L.. Lederer, Professor and 
Head of the Department.) September 19-October 1, 
1955. 


AMERICAN MEDICAL WRITERS ASSOCIATION, 12th Annual 
Meeting, Hotel Jefferson, St. Louis, Missouri. (Dr. H. 
Swanberg, Secretary, 209-224 W.C.U. Bldg., Quincy, 
Ill.) September 30, 1955; Workshop, October 1, 1955. 


Minwest CONFERENCE ON RHEUMATIC DisEASEs, Henry 
Ford Hospital, Detroit, Michigan. (Dr. J. Lightbody, 
Medical Director, Michigan Chapter, Arthritis & Rheu- 
matism Foundation, 7338 Woodward Avenue, Detroit 2, 
Michigan.) October 5, 1955. 


ANNUAL MEETING OF THE AMERICAN ACADEMY FOR 
CEREBRAL Patsy, Memphis, Tennessee. (Dr. R. A. 
Knight, Secretary-Treasurer, 869 Madison Avenue, 
Memphis 3, Tenn.) October 10-12, 1955. 


AMERICAN Heart Association, Annual Meeting and 
Twenty-Eighth Annual Scientific Session, Jung Hotel, 
New Orleans, Louisiana. (The Medical Director, 
American Heart Association, 44 East 23rd Street, New 
York 10, N.Y.) October 22-26, 1955. 


INTERNATIONAL ANESTHESIA RESEARCH SOCIETY CON- 
cress, Washington, D.C. (Dr. William Friend, 515 
Nome Avenue, Akron, Ohio.) October 24-27, 1955. 


INTER-socieTY CyToLocy CounciL, 3rd Annual Meeting, 
Statler Hotel, Cleveland, Ohio. (Dr. P. F. Fletcher, 
Secretary-Treasurer, 634 N. Grand Blvd., St. Louis 3, 
Mo.) November 11-12, 1955. 


AMERICAN Pusiic HEattH AssocraTION, INc., 83rd 
Annual Meeting and Meetings of Related Organiza- 
tions, Kansas City, Missouri. (The American Public 
Health Association, Inc., 1790 Broadway, New York 19, 
N.Y.) November 14-18, 1955. 


NATIONAL SOCIETY FOR CRIPPLED CHILDREN AND 
Aputts, Annual Convention, Palmer House, Chicago. 
(Director of Information, 11 South LaSalle Street, 
Chicago 8, Illinois.) November 28-30, 1955. 


AMERICAN MEDICAL ASSOCIATION, Clinical Meeting, 
Boston, Massachusetts. (Dr. George F. Lull, 535 Nort 
Dearborn Street, Chicago 10, Illinois.) November 29- 
December 2, 1955. 


AMERICAN PsycHosomatic Society, 18th Annual Meet- 
ing, Sheraton Plaza Hotel, Boston. (Dr. S. Cobb, Chair- 
man, Programme Committee, 551 Madison Avenue, New 
York 22, N.Y.) March 24-25, 1956. 


OTHER COUNTRIES 


19& ConcrEs DE |’AssocIATION D’ETUDES PHYSIO-PATHO- 
LOGIQUES DU FOIE ET DE LA Nutrition—Part II, Vichy, 
France. (Administrative Secretary, 32 Avenue du Presi- 
dent Wilson, Paris 16, France.) September 17-18, 1955. 


NATIONAL PHARMACY EXHIBITION, Victoria Halls, 


Bloomsbury Square, London W.C. 1, England. (British 
and Colonial Druggists Ltd., 194-200 Bishopsgate, Lon- 
don, E.C. 2, England.) September 19-22, 1955. 
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GENERAL ASSEMBLY, INTERNATIONAL PHARMACEUTICAL 
FEDERATION, London, England. (Pharmaceutical Society 
of Great Britain, c/o Mr. D. F. Lewis, 17 Bloomsbury 
Square, London, W.C.1.) September 19-23, 1955. 


GENERAL ASSEMBLY OF THE WorRLD MEDICAL ASSOCIA- 
TION, Vienna. (Dr. L. H. Bauer, Secretary-General, 345 
a Street, New York 17, N.Y.) September 20-26, 


UnriTED Nations CONGRESS ON THE PREVENTION OF 
CRIME AND THE TREATMENT OF OFFENDERS, Geneva, 
Switzerland, (U.N. Information Centre, Russell Square 
ee Square, London, W.C.1.) September 22- 


CHARTERED SOCIETY OF PHYSIOTHERAPY—ANNUAL CON- 
cress, London, England. (Miss M. J. Neilson, Chartered 
Society of Physiotherapy, Tavistock House South, Tavi- 
stock Square, London, W.C. 1, England.) September 
22-24, 1955. 


CoNGRESS OF FRENCH-SPEAKING SOCIETIES OF GYN&- 
coLocy AND Opssterrics, Brussels. (Dr. Vokaer, 309 
avenue Moliére, Brussels.) September 22-24, 1955. 


PuysioLocicaAL Society, Dundee, Scotland. (Professor 
A. A. Harper, Department of Physiology, King’s College, 
a mee 1, England.) September 23-24, 
1955. 


INTERNATIONAL UNIon AGAINST V.D.: General Assembly 
and International Conference on the Control of V.D. in 
Seafarers, Naples, Italy. (Dr. Hermans, President, Institut 
Alfred Fournier, 25 Boulevard St. Jacques, Paris 14, 
France.) September 25-28, 1955. 


Turrp GENERAL ASSEMBLY OF THE COUNCIL FOR INTER- 
NATIONAL ORGANIZATIONS OF MEDICAL SCIENCES, Paris, 
France. (C.I.O.M.S., 19 Avenue Kléber, Paris 16, 
France.) September 30, October 1, 1955. 


ASSOCIATION OF CLINICAL PATHOLOGISTS — GENERAL 
MEETING, Royal College of Surgeons, London, England. 
(Dr. W. H. McMenemy, Maida Vale Hospital for 
Nervous Diseases, London, W. 9, England.) September 
29-30, October 1, 1955. 


ASSOCIATION OF CLINICAL BIOCHEMISTS AND ASSOCIA- 
TION OF CLINICAL PATHOLOGISTS—JOINT MEETING, Lon- 
don, England. (Dr. H. Lehmann, Department of Path- 
ology, St. Bartholomew’s Hospital, London, E.C. 1, 
England.) October 1, 1955. 


Fimst INTERNATIONAL, CONGRESS OF MEDICAL ETHICS 
(Premier Congrés International de Juridiction Profes- 
sionnelle Médicale et de Droit Médical Comparé), 
Paris. (Congress Secretary: Conseil National de l’Ordre 
des Médecins, 60 Boulevard Latour-Maubourg, Paris 
7e). September 30, October 1-3, 1955. 


FourtH INTERNATIONAL CONGRESS OF THE  INTER- 
NATIONAL ACADEMY OF LEGAL MEDICINE AND SOCIAL 
MepiciNE, Genoa, Italy. (Professor P. Dervillée, 159 rue 
de la Croix de Seguey, Bordeaux, France.) October 
13-17, 1955. 


CONGRESS OF THE INTERNATIONAL UNION OF THE MEDI- 
CAL Press, Paris, France. (Jean Mignon, Secretary-Gen- 
eral, “Le Concours Médical,” 37 rue de Bellefond, Paris 
Ye.) October 16-20, 1955. 


PaN-AMERICAN CoNGREsS, International Congress of 
Surgeons (in conjunction with Argentine conférence on 
thoracic idniney. Mendoza, Argentina. (Biblioteca, 
Asociacion Medica Argentina, Santa Fé 1171, Buenos 


Aires, Argentina.) October 22-26, 1955. 
INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de 
Janeiro, (Dr. F. W. Wittich, 424 LaSalle Medical Bldg., 
Minneapolis, Minn.) November 6-12, 1955. 


SECOND WorLD CONGRESS OF THE INTERNATIONAL 
FerTILIry AssociATION, Naples, Italy. (Prof. G. Tesauro, 
President of Committee Arrangements, S. Andrea delle 
Dame, 19, Naples.) May, 1956. 

INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istan- 
bul, Turkey. (International Bureau Against Alcoholism, 


ae Gare 49, Lausanne, Switzerland.) September 10-15, 
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NEWS ITEMS 


BRITISH COLUMBIA 


The new building of the Provincial Public Health 
Department, on Tenth Avenue West in Vancouver, was 
opened for use last month, This is a large six-storey 
building, and is close to other public health buildings— 
those of the Division of Tuberculosis Control, and the 
surgical unit of the same Division. 

It will house all the Department of Public Health’s 
units, now so widely separated. Thus the Provincial 
Laboratories, formerly on Hornby Street where two 
small antiquated buildings served for many years, will 
at last have adequate quarters. The Red Cross Blood 
Service will move from some old army huts on 28th 
Avenue West near Shaughnessy Hospital. The V.D. 
Control Division, for many years accommodated in some 
tumbledown huts left over, if memory serves us right, 
from the first World War, will now have suitable accom- 
modation in the new building. 

This modern building, up-to-date and carefully planned, 
is a great step forward. One is filled with wonder at 
the amazing quality, as well as quantity, of the work that 
has been carried on through the years in inadequate, un- 
comfortable quarters, mostly firetraps, and certainly 
makeshift. But “the mail has always come through,” and 
no demand, justifiably made, has been refused. We feel 
that a sincere tribute of praise and gratitude is due to 
the provincial health department, and its devoted workers 
both lay and medical, and heartily congratulate them on 
having at last come into their own. 


Burnaby, one of the youngest municipalities of the 
Lower Mainland, is growing rapidly, and its medical 
population is growing proportionately, Plans are in hand, 
we are told, to build a four-storey medical centre with 
all modern conveniences—cafeteria, bank, and shops of 
various kinds. Applications for space, we understand, 
are coming in apace. 


We note with a certain degree of suspicion an item in 
the press which states that hospital costs in B.C. are the 
highest in Canada. Until and unless a further and ac- 
curate breakdown is made of what constitutes hospital 
costs in this province, we shall continue in our scepticism. 
In the first place we believe that under B.C.H.LS., hos- 
pital care is more complete than in any other province— 
including all possible care, except anesthetics. In the 
next place, the figure given for hospital cost per diem 
is $14.20. This is entirely misleading, as this figure only 
applies, we believe, to the Vancouver General Hospital, 
and perhaps one or two others of the biggest hospitals. 
The figure given by the B.C. Government itself as the 
average daily cost is less than $12.50 (we quote from 
the B.C. Government News, which gives the average 
days’ stay as 10.31 days, and the average bill as $125). 


Dr. E. G. D. Murray, eminent bacteriologist of Mont- 
real, and Dr. D. Hugh Starkey, senior consultant for 
laboratory services of the Department of Veterans’ 
Affairs, are at present in British Columbia, and have 
been spending some time studying the prevalence of 
“hospital infection” by Staphylococcus aureus. This has 
been quite a troublesome problem in Vancouver and, 
we believe, in other parts of B.C., as well as in other 
provinces. They spent two days at Shaughnessy Hospital, 
where a great deal of research has been done on the 
problem. : 


Dr. Sydney M. Friedman, Professor of Anatomy at 
the University of British Columbia, and his wife, Dr. 
Constance L. Friedman, a member of the Anatomy De- 
partment, have won the Ciba Foundation Prize of $1,100 
for their research into the problem of aging and the 
bodily changes connected therewith. J. H. MacDERMOT 
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MANITOBA 


Dr. Mary Crosse, of Birmingham, England, addressed 
groups of obstetricians, pediatricians, public health per- 
sonnel and nurses in the Maternity Pavilion and the Chil- 
dren’s Hospital, Winnipeg, on July 22 and 23. The topics 
discussed were prematurity, resuscitation of the new- 
born and jaundice. Dr. Crosse was one of the panel at 
a round table conference of the combined B.M.A.-C.M.A. 
meeting, Toronto, and is on her way home after a trip to 
the Canadian west coast where she spoke at the saclient 
schools and enjoyed the Rockies and the Calgary 
Stampede. 


The 1954 report of the Department of Health and 
Public Welfare has been published. It is impressive in 
the number and complexity of the services rendered and 
in the improvement in public health. Reporting on pre- 
ventive medical services, Dr. M. Bowman points out 
that in 1953 no case of typhoid or paratyphoid was re- 

orted. In 1954 there were 3, but these were in half- 

reed children who had drunk ice water from ice cut 
below the sewer outlet at The Pas. In 1954 there were 
no reported cases of diphtheria or carriers of diphtheria, 
and only 117 cases of poliomyelitis. A field trial of Salk 
vaccine was carried on in areas served by local health 
units not including Winnipeg. Only one case of doubt- 
ful “poliomyelitis without paralysis” has been reported 
from the children under study. Dr. E. L. Peters reported 
a maternal mortality rate of 0.4 per 1,000 live births in 
1954, and 28 infant deaths per 1,000 live births. This is 
the lowest rate ever achieved in the province. Two 
new projects are being carried out under federal health 
grants; cerebral palsy research, and study of intrauterine, 
natal and neonatal death. 

Dr. J. J. Prag, director of laboratory services, refers 
to the newly established project for virus research unde 
Dr. J. C. Wilt of the University of Manitoba. The Indian 
Health Services conducted a survey of serological exam- 
inations for antibodies produced by undulant fever and 
tularemia on over 800 blood specimens from Indians, 
Eskimos and Metis in northern Manitoba. 

The great need for better accommodation at the 
Winnipeg Psychopathic Hospital is stressed by Dr. T. A. 
Pincock. 

At Brandon Mental Hospital 323 tracings were taken 
in the electroencephalograph department under the patt- 
time direction of Dr. M. G. Saunders. 

Dr. H. S. Atkinson, superintendent of the School for 
Mentally Defective Children, paid a moving tribute to 
the organizations rendering voluntary aid and particularly 
to the Association for Retarded Children in Manitoba. 

On May 17, 1954, Walter N. Boyd, B.A., B.S.W., 
was appointed co-ordinator of rehabilitation. 

The report shows how much planning and co- 
ordination of effort have gone into the provision of better 
public health care in the province. 


A new 10-bed hospital at Emerson was officially 
opened on August 3. It is part of the hospital unit at 
Morris. Dr. A. Kochan is doctor in charge. The hospital 
contains five semi-private wards, an operating room, 
laboratory, nursery with four bassinettes and incubator, 
sterilizing room and supply room. Addresses were made 
by Senator Arthur Beaubien; René Jutras, M.P.; Dr. M. 
R. Elliott, deputy minister of health and welfare; W. J. 
Parker, president of Manitoba Pool Elevators, who pre- 
sented the hospital with a cheque for $3,000 and a 
memorial plaque; the Mayor of Pembina, North Dakota, 
reeves of adjoining municipalities and others. The hos- 
pital will be directed by a five-man board. 


A disease associated in the mind with sailing ships is 
being met with in pediatric practice. Twelve cases of 
scurvy have recently been admitted to the Children’s 
Hospital, Winnipeg. One theory is that it is due to an 
erroneous belief in the efficacy of “drops” rather than 
use of fresh juice of citrus fruits or tomatoes. 
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A federal health grant of $21,820 has been made 
towards construction of a new health centre at Glenboro, 
Manitoba. 


It has been decided to reconstruct the United Church 
Cruse Memorial Hospital at Vita which was recently 
damaged by a tornado. 


Dr. Morley Cohen is now associated with Dr. R. O. 
Burrell of Winnipeg in the practice of general, thoracic 
and cardiovascular surgery. 


Dr. J. N. Hassett, who took his medical training at 
the National University of Ireland and St. Vincent’s Hos- 
pital, Dublin, has joined the medical staff at Clearwater 
Lake Sanatorium. Previously Dr. Hassett was on the 
resident staff of Winnipeg Municipal hospitals. 

Ross MiItCcHELL 


ONTARIO 


On June 21 the honorary Fellowship of the Royal 
College of Surgeons of Edinburgh was conferred on Dr. 
William Edward Gallie of Toronto, together with six 
other distinguished men, including the Duke of 
Hamilton, the Earl of Rosebery, and the Speaker of the 
House of Commons. Dr. Gallie thus joins a noble com- 
pany of surgeons given this honour, including Percivall 
Pott, Halsted, William Mayo and Lister. 

The Royal College of Surgeons of Edinburgh was 
founded before its English counterpart, and in his speech 
on behalf of the honorary Fellows Dr. Gallie recalled that 
Edinburgh-trained surgeons accompanied the troops first 
occupying Nova Scotia and Quebec. 


ARMED FORCES 


Surgeon Lieutenant Commander J. H. Fleming was 
recently promoted to Surgeon Commander and appointed 
as Principal Medical Officer, R.C.N. Hospital, Esquimalt, 
B.C. He is replacing Surgeon Commander M. Wellman, 
R.C.N., who is commencing postgraduate studies in 
nr at-Johns Hopkins Hospital, Baltimore, Mary- 
and. 


Surgeon Commander J. W. Green, R.C.N., was sey 
appointed Officer-in-Charge, H.M.C. Medical Branc 
School, Esquimalt, B.C. 


Surgeon Lieutenant B. W. Spilsbury, R.C.N., was 
recently appointed to the Destroyer Algonquin as 
Squadron Medical Officer of the First Canadian Escort 
Squadron. 


Surgeon Lieutenant R. S. Dolman, R.C.N., was re- 
cently appointed to the Frigate New Glasgow. 


Surgeon Lieutenant Commander D. W. Brooks, R.C.N., 
commenced a course in internal medicine at the Uni- 
versity of Toronto. 


M. J. Lydon, M.B., B.Ch., of London, England, has 
been commissioned in the Regular Force of the R.C.N. 
as a Surgeon Lieutenant and appointed to the Naval 
Hospital, Halifax. Surgeon Lieutenant Lydon graduated 
from the National University of Ireland in 1949, has 
practised in the United Kingdom and served for four and 
a half years in the Royal Australian Navy. 


Surgeon Commander D. M. Bean, R.C.N. (Reserve), 
has been promoted to Surgeon Captain. Surgeon Captain 
Bean, who is practisin surgery in Kitchener, Ontario, is 
appointed as Principal Medical Officer, H.M.C.S. Star, 
the Naval Division in Hamilton, Ontario. 
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Surgeon Lieutenant Commander M. L. Bunker, R.C.N. 
(Reserve), has been promoted to Surgeon Commander. 
Surgeon Commander Bunker is serving in H.M.C.S. York, 
the Naval Division in Toronto. 


A Central Naval Air Medical Board has recently been 
created in the Halifax, N.S., area to deal with the medical 
and related problems associated with assessment of naval 
aircrew personnel. The Board consists of three medical 
officers, the president being appointed by Naval Head- 
quarters. Surgeon Lieutenant Commander (P) H. D., 
Oliver, R.C.N., Principal Medical Officer of the R.C.N. 
Air Station, Shearwater, N.S., who has undertaken post- 
graduate training in aviation medicine, has been appointed 
as the first president. 


Colonel P. Tremblay, O.B.E., C.D., M.D., Command 
Medical Officer, Quebec Command, represented the 
Director General of Medical Services (Army) at the 
United States Army Reserve Training wacied. at Fort 
Drum, New York. Colonel Tremblay attended this train- 
ing camp to determine whether any training methods or 
equipment used could be applied to the training of medi- 
cal personnel of the Canadian Army. 

Lieutenant-Colonel M. Fitch, C.D., M.D., C.M., D.P.H., 
returned to Canada in July after completing a tour of 
duty in Europe. Lieutenant-Colonel Fitch successfully 
completed the Senior Officers’ Course conducted at the 
Royal Army Medical College, Millbank, London. For the 
past year he has served as the Senior Medical Officer of 
the Canadian Brigade Group in Germany. Lieutenant- 
Colonel Fitch has assumed his new duties with the 
Director General of Medical Services (A.M.D. 5) at 
Army Headquarters in Ottawa. 


Lieutenant-Colonel N. D. C. MacKinnon, M.D., 
D.P.H., formerly Area Medical Officer, B.C. Area, is on 
an assistant residency in internal medicine at Vancouver 
General Hospital. 


Major E. H. Anderson, D.S.O., M.D., C.M., is at 
present at Sunnybrook Hospital, Toronto, as an assistant 
resident in physical medicine; this training commenced 
in January 1955. 


Major F. S. Hogarth, M.D., has begun postgraduate 
training in internal medicine, and Captain M. Ryan, 
M.B., B.Ch., B.A.O., in general surgery, at Brooke Army 
Hospital, Fort Sam Houston, San Antonio, Texas. 


Major J. A. Beswick, M.D., has begun a programme of 
training in ophthalmology in Toronto. 


Major L. H. Edwards, M.D., is undertaking a year’s 
training in anesthesia in Kingston hospitals. 


Major W. R. Coleman, M.D., commenced a course of 
training in radiology on July 1, at Sunnybrook Hospital, 
Toronto. 


* 
Squadron Leader L. A. Wright of Toronto has success- 
fully completed the R.C.A.F. Staff College course and is 
now filling a staff position at Air Force Headquarters, 
Ottawa. 


The Department of National Defence undertook to 
rovide medical facilities and personnel for the care of 

oy Scouts at their Eighth World Jamboree which was 
held this year at Niagara-on-the-Lake, Ontario, from 
August 18 to 28. The medical staff, which in- 
cluded medical officers, nurses and medical assistants 
from.all three services, held regular sick parades and pro- 
vided some casual inpatient care. Approximately 10,000 
Boy Scouts attended the camp, representing practically 
every country in the world. 
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BOOK REVIEWS 


OBSTETRICS. 


J. P. Greenhill, Senior Attending Obstetrician 
and Gynzxcologist, The Michael Reese Hospital; 
Obstetrician and Gynecologist, Associate Staff, 
The Chicago Lying-in Hospital, Illinois. 1,008 
pp. Illust. 11th ed. $14.00. W. B. Saunders 
Company, Philadelphia and London, 1955. 


It is good to see this favourite textbook on obstetrics 
proceeding smoothly through successive editions with 
no falling off in quality. The latest edition appears after 
a four-year gap, thoroughly up-to-date (witness the dis- 
cussion on retrolental fibroplasia) with a few new chap- 
ters. The new chapter on roentgenology in obstetrics is 
a useful summary of the subject, but the section on 
pelvic measurement goes into much technical detail 
which the novice will find great difficulty in appreciating. 


The chapter on analgesia and anesthesia is compre- 
hensive, and includes discussion of the Read technique 
and of hypnosis. However, it would be nice to have 
some more personal recommendations from the writer of 
this chapter. He sets a choice of methods before the 
reader, but does not in general indicate personal prefer- 
ences. On the other hand, the advice given in the new 
chapter on fetal erythroblastosis is clear-cut. This chapter 
is a readily grasped essay on the subject. Other useful 
new chapters are on prolonged labour and “missed 
labour,” induction of labour, and endocrine changes and 
diseases during pregnancy. Congratulations to Dr. Green- 
hill on the latest of his offspring. 


ADRENAL CORTEX 


Transactions of the Fifth Conference, Novem- 
ber 4, 5 and 6, 1953. Edited by E. P. Ralli, 
Associate Professor of Medicine, New York 
University College of Medicine, New York. 
187 pp. $3.75. The Josiah Macy, Jr. Founda- 
tion, New York, N.Y., 1954. 


This is a report of the three papers presented at the 
final Macy Conference on the adrenal cortex, together 
with the lively and informative discussions that followed 
them. 


Dr. H. L. Mason’s contribution, “The Salt and Water 
Fraction of the Adrenal Cortex,” outlined the attempts 
at the Mayo Clinic to determine the chemical configura- 
tion of ‘this substance. It is a highly technical presenta- 
tion of lessened interest since Simpson, Tait, Wettstein, 
Neher, von Euw, Schindler, and Reichstein announced 
that “electrocortin” was the 18-aldehyde of corticosterone 
and proposed the name aldosterone. 


In the next paper, “The Metabolism of Adrenal 
Steroids,” Dr. R. I. Dorfman attempts to relate the endo- 
genousl produced adrenal _ steroids to _ specific 
metabolites in the. urine. It is a complex subject that 
requires from the reader a moderate background of 
steroid stereochemistry. He concludes that the tetra- 
hydro derivatives of both cortisone and hydrocortisone 
are probably the most valuable indicators of adreno- 
cortical activity in the human. Among many interestin 
items mentioned in the discussion are: (1). the norma 
diurnal variation in adrenal cortical function (the active 
period of secretion appears to be concentrated in the 
waking hours), and (2) the enzymatic defect in cases 
of virilizing adrenal hyperplasia. The defect is an in- 
sufficiency of 21-hydroxylase which interrupts the syn- 
thesis of hydrocortisone from androgenic precursors; this 
leads to increased ACTH production and finally more 
androgenic steroids are made. Treatment with cortisone 
inhibits ACTH production and stops the progressive 
masculinization, while it also corrects the deficiency of 
cortisone and hydrocortisone that was a common cause 
of death. 


x 
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Dr. F. G. Young’s paper, “ACTH—A Single Substance 
or a Mixture of Hormones,” clearly summarizes the 
background of this problem. The purest preparations of 
ACTH so far obtained possess some melanophore- 
expanding action. It has been suggested that ACTH is a 
complex consisting of three factors: one active in the 
Sayers ascorbic acid depletion test; the second re- 
sponsible for adrenal weight-increasing activity; the third 
being the chromatophore hormone also called intermedin 
or melanocyte-stimulating hormone. 

Dr. Young’s group prepared an ox anterior pituitary 
extract that in the rat had a substantial adrenal weight- 
increasing effect but was lacking in ascorbic acid reducing 
action. The discussion was weighty and unreward- 
ing. The conclusion was reached that certain prepara- 
tions of ACTH were a mixture of hormones. 

This volume is a rich store of fact and fancy and is 
a worthy companion to the preceding four in the series. 
The pituitary-adrenal field So become so complicated 
that it is probably not possible to simplify the material 
so that it is more intelligible to the general reader. For 
that reason this book will be of interest mainly to re- 
search workers. 


(BICKHAM-CALLANDER) SURGERY OF 
THE ALIMENTARY TRACT 
Volumes I, II and III. 


R. T. Shackelford, Assistant Professor of Surg- 
ery, Johns Hopkins University School of 
Medicine, Assisted by H. J. Dugan, Assistant 
in Surgery, Johns Hopkins University School 
of Medicine, Baltimore, Maryland. 2,575 pp. 
Illust. $60.00 for the set. W. B. Saunders Com- 
pany, London and Philadelphia, 1955. 


Surgery of the Alimentary Tract, originally published in 
1924 by Dr. Warren Bickham, was a monumental six- 
volume symposium on all the surgical procedures then in 
vogue. Between 1938 and 1947 the rewriting of this 
work was in part completed by Dr. C. L. Callarider, but 
halted by his death. A complete revision taking five years 
then ensued and the results of this effort are the present 
oe volumes edited now by Dr. Richard T. Shackel- 
ord, 

The aims of the latest editor differ so widely from 
the first, and so much time has elapsed since the first 
appearance of this work, that any comparisons with the 
original volumes seem superfluous. 

The author has not only recorded the various surgical 
procedures used today but, by attempting to evaluate 
them, points the way to the procedure of choice in any 
given situation. The results desires the highest praise. 
Each anatomical division is treated under the headings 
of anatomy, physiology and pathology with special 


_ emphasis on the surgical approaches and eee 


proven of value. Pitfalls and dangers are clearly out- 
lined. A special chapter deals with the hernize of the 
gastrointestinal tract. This outlines all the various opera- 
tions. However, seven pages are devoted to the injection 
treatment of inguinal herniz, whereas less than three 
are devoted to the Gallie-LeMesurier operation using 
fascial strips. According to use and surgical importance, 
the reverse proportions would seem more appropriate. 
A final chapter of 130-odd pages is devoted to various 
abdominal incisions. Fluid balance is covered only. 
briefly, as it pertains to some particular region. 

Yet despite these criticisms of the author’s apportion- 
ment of emphasis rather than his manner of presentation, 
these volumes are worthy of high praise. For the busy 
surgeon wanting a lot of material in a single place, the 
volumes are encyclopedic in character. The younger sur- 
geon or student preparing for higher examinations will 
not go amiss with the experience of these writers behind 
him. The clarity of style, conciseness of language and ex- 
cellent illustrations will give him good returns for time 
spent with this set of books. 
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PRACTICAL PHOTOGRAPHIC 
PROBLEMS EN RADIOGRAPHY WITH 
SPECIAL REFERENCE TO 
HIGH-VOLTAGE TECHNIQUE 


Acta Radiologica Supplementum 120. 
O. Mattsson. 206 pp. Illust. Sw. Kr. 30. Acta 
Radiologica, Stockholm 2, Sweden, 1955. 


This supplement to Acta Radiologica maintains the 
high standard of exhaustive study of its subject that 
characterizes these publications, giving not only a 
thorough review of previous work relative to the prob- 
lem, but also a detailed outline of original studies by the 
author at the Karolinska Sjukhus, carried out with the 
collaboration of the extensive physics department of the 
Karolinska Institute and some x-ray manufacturers. 

The author considers the effects of x-rays generated at 
up to 180 kilovolts. This range is higher than that used 
in most diagnostic equipment, but promises to be of 
interest. It is much below the million or so volts that 
have been used by others on this continent. It is shown 
that desired film density may be obtained with less 
exposure at high kilovoltage, but contrast is reduced 
between soft tissue and bone or contrast media. This 
might be expected, and the author has investigated a 
number of materials. 

Considerable study was made of films, intensifier 
screens and grids with the object of improving contrast 
and making best use of the increased sensitivity. Cross 
grids appear to have many advantages, though they pre- 
sent problems in moving without marks on the film. 
Extra care must also be taken to reduce backscatter and 
characteristic radiation from the grid or cassette. 

Diagnostic radiologists and those closely associated 
with their work will find this a valuable book. Others 
will probably find it a bit too technical to be readable, 
though they will be interested in some of the possi- 
bilities suggested by these new techniques. 


THE WORK OF WHO, 1954 


Official Records of the World Health Organiza- 
tion No. 59. Annual Report of the Director- 
General to the World Health Assembly and to 
the United Nations. 209 pp. Illust. $2.00. 
World Health Organization, Palais des Nations, 
Geneva, 1955. 


The annual report of the Director-General of the World 
Health Organization contains no sensational material but 
records in the main a continuation of work already begun 
in previous years. The Director-General expresses his 
gratification at the increased appreciation of the true role 
of WHO as an advisory body to governments in public 
health matters rather than a Santa Claus handing out 
supplies and equipment. He also introduces the new and 


timely thought that WHO may have to assume respon- - 


sibility for assessing the possible effects on health of the 
unprecedented present-day interference with natural pro- 
cesses by such operations as the large-scale use of in- 
secticides and antibiotics and the increased employment 
of atomic energy. 

Chief stress in 1954 has been laid on training health 
personnel for underdeveloped countries and on environ- 
mental sanitation. Greater attention has also been paid 
to research, for example, into the disturbing growth of 
mosquito resistance to insecticides, and the extent to 
which ambulant chemotherapy of tuberculosis is effective. 
The nutrition section has continued to concentrate on 
protein malnutrition, with some work on pellagra and 
endemic goitre. The mental health section is preparing 
to move into the field of juvenile epilepsy and to stimu- 
late and guide research into the epidemiology of mental 
disease. 

In the field of social and occupational health, WHO 
has concentrated on hospital planning and administra- 
tion, protection of workers against ionizing radiation, and 
prosthetics as a rehabilitation aid. 
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SHOULD THE PATIENT 
KNOW THE TRUTH? 


A Response of Physicians, Nurses, Clergymen, 
and Lawyers. Edited by S. Standard, Associate 
Professor of Clinical Surgery, New York Uni- 
versity College of Medicine, New York, and H. 
Nathan, Assistant Professor of Surgery, Albert 
Einstein College of Medicine, New York. 
159 pp. $3.00. Springer Publishing Company, 
Inc., New York, 1955. 


This little book is well worth the reading. In twenty 
short essays, internists, surgeons, nurses, priests, rabbis, 
Protestant clergymen and lawyers discuss the ethical 
question that has troubled the medical profession for 
ages. One surgeon says “unconditionally—yes.” Sister 
Armiger, R.N., M.S., ends her discussion with “Sparin 
the patient knowledge of the truth savors of misguide 
sentimentality and false humanitarianism.” The lawyers 
urge the making of wills and other safeguards to the 
disposal of property. The clergy are concerned with the 
attitude of the patient secant death and judgment to 
come, All emphasize the therapeutic value of hope and 
confidence, and the varying effect upon people of deep 
religious convictions, or with none, when confronted by 
a hopeless disease or the danger of sudden death. 
Every practising physician is liable to find occasion 
to answer the query of the book. He may not find the 
answer, but he will find 20 sane discussions of his 
problem which may help him in reaching a solution 


to his difficulty. 


EXPERT COMMITTEE ON DRUGS 
LIABLE TO PRODUCE ADDICTION 


Fifth Report. World Health Organization Tech- 
nical Report Series No, 95. 16 pp. $0.30. Pub- 
lished in English, French, and Spanish. World 
Health Organization, Palais des Nations, 
Geneva; The Ryerson Press, Toronto, 1955. 


The most interesting section in the report of this WHO 
Expert Committee is that in which the members draw 
attention to the abuse of pethidine (meperidine, Dolantin, 
isonipecaine) among physicians and paramedical per- 


sonnel. The Committee considered a report from the 
U.S.P.H.S. Hospital, Lexington, Kentucky, on the high 
incidence of pethidine addiction among members of the 
medi¢al, nursing and associated professions, and em- 
phasized that an important factor in the development of 
such addiction was the widespread belief among physi- 
cians that pethidine is less dangerous than morphine. 
The Committee states that this last belief is unsound and 
urges that the hazard be brought to the attention of the 
medical profession. 


CHROMATOGRAPHY 


(British Medical Bulletin, Volume 10, Number 
3). 252 pp. $2.75. Medical Department, The 
British Council, London, W.1, England; Oxford 
University Press, Toronto, 1954. 


As stated on the first page, “The aim of this number 
of the Bulletin is to give a general idea of the scope of 
chromatography, and of the ways in which it may be 
of service to medicine directly and indirectly. It is evi- 
dent that the main contribution of chromatography to 
medicine will be indirect, from the help that it gives to 
biochemistry as a whole, rather than its direct applica- 
tion to clinical research.” This is a comprehensive review 
and may be recommended for casual perusal by those 
who want to know what chromatography is, and for 
careful reading by anyone contemplating the use of this 
modern technique. 
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creating new eating habits is the way 


to ensure permanent weight reduction 


Physicians agree that a weight reducing 

program has two objectives: 

(1) weight loss and (2) maintenance of weight 

loss. The second objective is as important 

as the first and, in many cases, harder to achieve. 
‘Dexedrine’ not only helps your patients lose 

weight, but also helps maintain weight loss. a 
‘Dexedrine’ curbs appetite and, while on ‘Dexedrine’ | 

therapy, the patient becomes accustomed to ! ; 
a lowered food intake. When ‘Dexedrine’ is 

withdrawn, the adjustment made with ‘Dexedrine’ | 
ordinarily persists in the form of good eating habits. 
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sustained release oral preparations accepted 
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*Rog. Can. T.M. Off. 524 








480 Book Reviews 


PRACTICAL OBSTETRIC PROBLEMS 


I. Donald, Regius Professor of Midwifery, 
University of Glasgow, Scotland. 578 pp. Illust. 
$9.50. The Year Book Publishers, Inc., Chicago 
11, Illinois, 1955. 


This is an excellent textbook covering the whole of the 
practical art of obstetrics. The omission of basic didactic 
subjects certainly makes for more interesting reading. 
The author’s style is often provocative and never 
boring. The chapter headings are short, and subjects are 
so well grouped that it is easy to find one’s way around 
the book. 

Specially to be commended are the chapters on the 
following subjects: post-partum ee (Dr. Donald, 
rightly points out that the commonest predisposing factor 
is multiparity), cardiac disease, anzeemia, the dangerous 
multipara and, naturally, resuscitation of the newborn. 

The approach to therapeutic abortion is rightly con- 
servative, but are there no indications in the diabetic? 
The chapters on operative obstetrics abound with useful 
“tips,” particularly that dealing with lower segment 
Cezesarean section. Dr. H. M. Carey has contributed a 
chapter on toxeemias of pregnancy, which is as erudite 
as it is concise, with a masterly explanation of the supra- 
renal and sodium retention theory of etiology. 

A few criticisms are in order—the practical problem in 
obstetrics—the occipitoposterior position, receives oddly 
unbalanced attention. There are three pages about it 
under “Prolonged labour,” and a short lukewarm para- 
graph on manual rotation followed by an extravagant 
eulogy of the Kielland forceps. The modified Scanzoni is 
relegated to two harshly critical lines. The indications for 
and contraindications to use of posterior pituitary ex- 
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tract receive short shrift. Maybe this is no criticism, 
but it is in just this of book that expert guidance 
is necessary on this widely used, and misused, drug. 

In the preface to this textbook, the author states it 
is written “for those in the rough and tumble of it all... 
and those aspiring for additional diplomas.” Professor 
Donald has succeeded in his objective, although at times 
presenting a strictly one-man approach to the problem. 
For this reason it is highly recommended to those who 
already know something of the subject. It is not a medical 
student’s textbook. 


THE LIVER AND CANCER 


A New Cancer Theory. K. Blond. 220 pp. 
$4.70. John Wright & Sons Ltd., Bristol; The 
Macmillan Company of Canada _ Limited, 
Toronto, 1955. 


This is a provocative book published in 1955 by a man 
who has little good to say about any fact or theory of 
cancer except his own. The reader may believe the 
theory propounded in this book; yet the end comes with 
a distinct let-down, as nothing concrete is put forward 
which might help the patient suffering from malignant 
disease. Since the problem is such a complex one, this 
outcome was to be expected. 

Some very sensible and interesting arguments are put 
forward, ena these do not always appear to sub- 
stantiate the author’s contention that portal Tscceteeiion 
and liver damage are responsible for the development of 
cancer. It may well be that in the past too much em- 
phasis has been placed on particular aspects of cancer, 
such as histology and animal experimentation. These, to 
mention only two, have contributed a great deal to our 
present knowledge. To discard them as being valueless 
is unrealistic. 

The book is interesting, and irritating at times because 


of ry et all the paradoxes do not appear to 
have been resolved. 


FLUOROSCOPY IN DIAGNOSTIC 
ROENTGENOLOGY 


O. Deutschberger, Assistant Clinical Professor 
of Radiology, New York Medical College, New 
York. 771 pp. Illust. $22.00. W. B. Saunders 
Company, London and Philadelphia, 1955. 


The author has covered in very considerable detail the 
medical use of fluoroscopy and has stressed the value of 
the fluoroscopic method of investigation, alone and in 
conjunction with radiography. He covers well the de- 
velopment of fluoroscopy and of fluoroscopic equipment, 
including special types of fluoroscopes, both the conven- 
tional fluoroscope and the instrument with electronic 
amplification of the image, and the technique of carry- 
ing out fluoroscopic examinations of all parts of the body. 
He discusses at considerable length the relative values 
of fluoroscopy and radiography and the correlation of 
one to the other. 

He devotes a chapter to the hazards of fluoroscopy, 
discussing the possible damage to health cgused by 
electricity, and damage likely to be caused to the patient 
and to the operator in the use of the fluoroscope. He 
outlines methods of protection. 

The author carries out fluoroscopy in many regions of 
the body which are not commonly subjected to fluoro- 
scopic examination at the present time but in which 
experience may teach that fluoroscopy does have some 
part to play. His chapter on fluoroscopy of the chest is 
exceptionally good, in relation to the study of both lungs 
and heart. The book is profusely illustrated with positive 
radiographic images and line-drawings, and includes a 
very large bibliography. This should be a very valuable 
book, not only for the radiologist but for the clinician 
doing or contemplating doing fluoroscopic examinations 
of his patients. 
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CEREBRAL VASCULAR DISEASES 


Transactions of a Conference held under the 
Auspices of The American Heart Association, 
Princeton, New Jersey, January 24-26, 1954. 
I. S. Wright, Chairman, and E. H, Luckey, 
Editor. 167 pp. $5.50. Grune & Stratton, Inc., 
New York and London, 1955. 


The subject of cerebral vascular diseases is viewed 
with pessimism by most clinicians and the literature on 
experience and investigation is often confusing. Any 
attempts to present current thinking of experts in this 
field is to be encouraged. The editor states that this 


book is intended to help others share the stimulation* 


the participants enjoyed at the conference. In this they 
have succeeded. Scattered throughout the book are pro- 
vocative and interesting statements of facts and opinions. 
Any transcripts of informal discussions are subject to 
criticisms of poor English, redundancy, and especially 
of poor organization of related statements. The editor has 
dealt with some of these problems very well. There are 
occasions in which more careful editing would have 
helped, particularly in placing discussions in juxtaposition 
to their respective questions. Some statements are 
ambiguous and others are contradictory. For example, 
it is hard to accept “down-stream” and “proximal” as 
describing the same area in relation to cerebral vessels. 

There is considerable variation in the level of the 
presentations and discussions since the book was not 
prepared for any particular medical group. It is not in- 
tended as a comprehensive review or complete presenta- 
tion of the subject, but it does give a vivid impression of 
some of the present knowledge and ignorance about 
cerebral vascular diseases. The index is remarkably com- 
plete for this type of work, but the reader is cautioned 
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not to follow it too closely since the chief value in the 
book lies in its over-all presentation rather than in 
isolated discussions of facts or problems. 

The book is recommended for general reading to all 
who encounter cerebral vascular diseases in practice and 
to those particularly interested in the subject. 


CARDIAC AUSCULTATION 


Including Audio-Visual Principles. J. S. Butter- 
worth, Associate Professor of Medicine; M. R. 
Chassin, Assistant Professor of Clinical Med- 
icine; and R. McGrath, Associate Professor of 
Clinical Medicine, New York University Post- 
Graduate Medical School, New York. 111 pp. 
Illust. $4.50. Grune. & Stratton, Inc., New York 
and London, 1955. 


This is a brief, clear and readable little book confined 
to the examination of the heart by auscultation, and is 
based on a course given at the New York University 
Post-Graduate Medical School. It contains a concise 
account of the nature, production, conduction, apprecia- 
tion and significance of heart sounds and murmurs. The 
sounds and murmurs are illustrated by numerous oscil- 
lographic tracings, or stethograms. Since the book is not 
sakenaed to teach phonocardiography, simultaneously 
recorded electrocardiograms are not shown. The authors 
are also keeping to the point when they eschew descrip- 
tion of other physical findings associated with lesions, the 
auscultatory Ratiogs of which they discuss. The same 
trend towards keeping things simple is apparent in their 
use of very faint, faint, moderate, loud and very loud 
rather than Grades I to VI in the description of the 
intensity of murmurs. 


SYMPOSIUM ON MEDICAL PRACTICE 


On Thursday, September 22, at the Royal York Hotel 
in Toronto, the Ontario Chapter, College of General 
Practice of Canada, together with Lederle Labora- 
tories, are sponsoring a symposium on current con- 
cepts in medicine. During the one day session there 


. R. F. FARQUHARSON 


. ERIC M. NANSON 

. HARRY R. NEWMAN 
. LOUIS A. BUIE 

. WESTON M. KELSEY 


Toronto 

. KENNETH T. MacFARLANE Montreal 

Saskatoon 

New Haven, Connecticut 
Rochester, Minnesota 
Winston-Salem, N. Carolina 


will be lectures by authoritative speakers from various 
parts of Canada and the United States, with panel 
discussions at the end of the morning and afternoon 
periods. The following speakers have accepted invita- 
tions to appear: 


(Medicine) 
(Obstetrics) 
(Surgery) 
(Urology) 
(Proctology) 
(Pediatrics) 


All physicians are invited to this scientific meeting,-for which there will be no fee. At noon 
physicians and their wives will be,guests at luncheon. During the afternoon social activities 
will be arranged for the ladies, and at 5.30 p.m. there will be a reception for speakers, 


special guests, physicians and their wives. 
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The Work of the Connaught Medical Research Laboratories in 


FRACTIONATION OF HUMAN BLOOD 


During the past few years there has been increasing interest in studies 
pertaining to the use of specific fractions of human blood. At Connaught Medical 
Research Laboratories, blood collected from voluntary donors by the Canadian 
Red Cross Society is processed into specific fractions by the “cold ethanol” 
procedure of the late Professor E. J. Cohn and his associates of Harvard University. 
The project has had the assistance of the National Health Grants and the co- 
operation of the Department of National Health and Welfare, Ottawa, and the 
Governments of each of the Provinces. 


The fractions at present in production, and some of the fields in which 
these are of preventive, therapeutic or research interest, are as follows: 


ALBUMIN — surgical shock, burns, hypoproteinaemia, hepatic cirrhosis, 
nephrosis. - 


IMMUNE SERUM GLOBULIN (gamma globulin )—poliomyelitis, infec- 
tious hepatitis, hypogammaglobulinaemia, agammaglobulinaemia, 
rubella, rubeola, mumps. 


FIBRINOGEN-—certain types of haemorrhage. 


It is hoped that continued development of the project will make available 
other fractions of value in research and clinical studies. 


The fractions noted above are not distributed 
directly by Connaught Medical Research Laboratories. 
Some of the products are available from provincial 
departments of health and other fractions from the 
Canadian Red Cross Society. 


TWO 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 


University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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New 3rd Edition 


SURGERY 
OF THE 
AMBULATORY 
PATIENT 


By L. Kraeer Ferguson, M.D., F.A.C.S. with a 
unit on Fractures by Louis Kaplan, M.D., 


F.A.C.S. 


Drawing upon a wide clinical experience Dr. 
Ferguson has completely revised this famous work 
to contain the latest technics and procedures in the 
field of ambulatory surgery. As his publisher we may 
be biased, but we honestly believe this to be the only 
book available which completely describes the care 
and treatment of surgical lesions in patients who 
can walk into and out of an office or hospital. 


Believing that there is no ‘“‘Minor Surgery’’, Dr. 
Ferguson emphasizes ‘‘Safe Surgery” and describes 
each technic in a detailed step-by-step manner. 


The book is divided into three sections: Surgical 
Principles and Lesions, Regional Surgery, and The 
Musculoskeletal System. Dr. Louis Kaplan’s section 
on fractures is a highlight of Part III. 


A new double-column format makes for increased 
ease in reading. Illustrations and diagrams, many of 
them new to this edition, are generously provided. 


The keynote of the text reflects practicality and 
surgical common sense. 


894 Pages 664 Illus. $12.00 
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AN ATLAS OF 
MUSCULOSKELETAL 
EXPOSURES 


H. F. Moseley, Hunterian Professor, Royal 
College of Surgeons of England, Assistant Pro- 
fessor of Surgery, McGill University, Montreal. 
235 pp. Illust. $22.50. J. B. Lippincott Com- 
pany, Philadelphia and Montreal,. 1955. 


There have recently been published several atlases of 
surgical techniques and exposures. They impress one as 
being excellent examples of modern lithographic art 
rather than as filling any pressing need in the medica! 
profession. The present atlas is no exception: it is a collec- 
tion of superbly reproduced illustrations demonstratin; 
the standard exposures of orthopedic surgery. In com 
mon with other atlases of this type it is a sort of hybric 
between an atlas of anatomy “as textbook of surgery, 
and as such is certain to enjoy a great popularity amongs: 
house surgeons. It should be available in every hospita! 
library. It is indeed unfortunate that its price is beyond 
the means of the majority of those who will use it most, 


CANADIAN CANCER CONFERENCE 


Volume I. Proceedings of the First Canadian 
Cancer Research Conference, Honey Harbour, 
Ontario, June 16-19, 1954. Edited by R. W. 
Begg, Department of Medical Research, Univer- 
sity of Western Ontario, London, Canada. 
443 pp. Illust. $8.80. Academic Press, Inc., 
New York, N.Y., 1955. 


This volume contains some of the papers presented at 
the First Canadian Cancer Research Conference held on 
June 16-19, 1954, given by the recipients of grants from 
the National Cancer Institute of Canada, the body. co- 
ordinating research in cancer across Canada. The fact 
that such co-ordination exists and that the researchers 
held a conference is a notable step forward in a country 
of such vast extent and sparse population. 

The volume is divided into five parts dealing with 
experimental tumours, tumour-host relations, enzymes, 
ionizing radiations and an informal discussion on cancer 
of the on It contains a vast amount of information and 
is highly recommended to those interested in the research 
and therapeutic aspects of malignant disease. 


THE ENTERIC FEVERS 1800-1920 


The Sydney Watson Smith Lecture for 1954, 
delivered in the Hall of the Royal College of 
Physicians of Edinburgh on November 10 by 
A. Patrick. 46 pp. 3/6. The Royal College of 
Physicians, Edinburgh, 1955. 


This 43-page pamphlet is pleasant reading. It is the 
Sydney Watson Smith Lecture for the year 1954, 
delivered in the Hall of the Royal Callege of Physicians 
of Edinburgh on November 10 by Adam Patrick. A 
well-collated abstract of a portion of medicine’s voyage 
of discovery through time, such as this, is the only kin¢ 
of medical reading that should be taken on a holiday 
It contains scores of items like the two following: 


“In Glasgow, prior to 1835, the exanthem 0! 
typhus had neither been looked for nor noted, ani 
was received as a new discovery. A possible reason :' 
that the typhus petechiz were hidden among the bites 
of lice and fleas.” 

“Miss Nightingale asserts as late as 1909 that ‘sl: 
has seen with her own eyes, and smelt with her nos 

the smallpox in the very act of formation where ‘ 
could not have been caught but must have begu 

She has seen continued Seve grow up with over- 
crowding into typhoid fever with a little more ove'- 
crowding into typhus.” 








